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Laceration of the brain which is the outcome of gunshot 
wounds of the head, depressed fracture of the skull, and 
cranio-cerebral operations results in meningo-cerebral 
adhesion. The adjacent brain comes to be vascularized 
through a scar from extracerebral blood vessels. his 
is a most important element in the production of post- 
traumatic epilepsy. 

Following the last war Wagstaffe (1928) made a critical 
study of the end-results in a series of soldiers who had 
received severe head injuries. He found that 1.6 per cent. 
of these patients became epileptic when the dura had not 
been penetrated, whereas 18.7 per cent. of those whose 
dura had been’ perforated developed post-traumatic 
epilepsy. It seemed obvious from his figures that penetra- 
tion of the dura rendered epileptiform seizures ten times 
more likely to occur. Steinthal and Nagel (1926) con- 
cluded that severe injury to the brain resulted in frank 
epilepsy in 28.9 per cent. and lesser forms of epilepsy 
in 35.5 per cent., making a total of 64.4 per cent. In 
the scars that result from such injuries must lie the secret 
of the high incidence of post-traumatic epilepsy, which 
may appear at any time up to ten or fifteen years after 
the injury (Penfield, 1924, 1927). Head injury without 
penetration of the dura rarely results in epilepsy, although 
the brain damage may be, and often is, greater. In such 
cases adhesions, if they form at all, are much less severe, 
and blood vessels rarely grow down through the scar 
and into the brain. 


The need for a method to exclude the brain from 
superficial scars is apparent—a method of restoring the 
subdural space that separates with a thin layer of fluid 
the pachymeninx from the leptomeninx. The use of 
amniotic membrane prepared as described below (amnio- 
plastin) seems to solve this problem. 


Experimental Study 


In a series of cats the bone and dura were removed 
over the cerebral hemispheres. The underlying pia was 
then injured by multiple needle pricks or by actual lacera- 
tion of the brain. The material to be tested was laid 
upon this area of brain and the temporal muscle closed 


over it.. Animals were then sacrificed at intervals of from 
ten to sixty days, and gross and microscopical studies were 
made. Jn the case of “ amnioplastin” and “ insultoin ” 
the test was made more severe by cauterization or removal 
of cerebral tissue down to the ventricles and the emplace- 
ment there of excised bits of muscle. 

In the following table the results are indicated briefly. 
In general the non-absorbable materials prevented ad- 
hesions from forming through them, but they produced 


Coniparison of Materials used for Prevention of Adhesions 


Material Gross Cellular Reaction 
Adhesions 
Cargilemembrane.. “| Moderate 
Aluminium foil .. + Mild 


Stainless steel plate Fibrous capsule 


Fascia lata + +4 Moderate 

Plain catgut membrane .. ae + + Moderate 

Insultoic membrane (allantoic) .. + Mild 

Humanamnion .. Very mild 

Amnioplastin 0 Phagocytosis and meningeal 


restoration 


dense adhesions between the dura and pia at the periphery 
of each inset and they became covered with a dense con- 
nective-tissue envelope. The under wall of this envelope 
formed part of an intracerebral scar, and the outer sheet 
of the envelope a new and very thick dura. Cellular reac- 
tion with the appearance of foreign-body giant cells and 
evidence of actual cerebral destruction was most marked 
in the case of silver foil and nickel plate and least 
noticeable about the thin steel plates and celloidin sheets. 

In general the sheets of animal tissue (fascia, catgut, 
and fat) became incorporated in a new-formed brain 
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covering which replaced dura and incorporated pia with- 
out the formation of separate meningeal linings. The 
conclusion of the initial experiments was that of all the 
animal tissue used fat produced the most severe cellular 
reaction and human amniotic membrane the least. Cargile 
membrane,* which is at present in use in a number of 
neurosurgical clinics to place over the brain at the close 
of operation, gave a comparatively poor result. When 
this membrane was placed over pia that had been slightly 
injured dense adhesions resulted. 


Preparation of Amniotic Membrane { 


Membranes received from the delivery room were 
washed and then placed in 75 per cent. alcohol for seven 
days before use. Later the membranes were boiled before 
being preserved in alcohol. At the time of use the chorion 
was stripped off the amnion as completely as possible. 
Thus prepared the membrane compared favourably with 
other materials, but there was sull slight evidence of irrita- 
tion. Consequently the following method of preparing 
what we have called “amnioplastin™ from amniotic 
membrane is now recommended. 


Preparation of Amnioplastin 


The fresh membranes as received from the delivery 
room are washed in water in order to remove as much 
of the blood and mucus as possible. By finger dissection 
the inner membrane (the amnion) is freed from the outer 
membrane (the chorion). It is possible to remove the 
entire inner membrane, even that portion over the surface 
of the placenta. The membrane is again washed in water 
and placed in 70 per cent. alcohol. The thin membrane 
is then stretched and dried in sheets of convenient size. 
This is accomplished by stretching on a smooth glass 
plate which has previously been rubbed over with mineral 
oil. It is then dried in a drying oven or in the open 
air. To remove the membrane from the plate moisten 
with 70 per cent. alcohol and allow to stand a few 
moments and then peel it off. These sheets may be pre- 
served dry or in 70 per cent. alcohol until such time as 
final sterilization can be carried out. It is also to be 
noted that, from this point on, the procedure may be 
taken over by a nursing sister in the operating clinic. 

Sterilization.—It the sheets have been preserved in 
alcohol they are again dried and laid between the strips 
of gauze in a large Petri dish or some such covered 
receptacle, and are autoclaved for twenty minutes at 
250 F. with 120 Ib. pressure. After autoclaving, the 
sheets may be placed directly in sterile Ringer's or saline 
solution for immediate use. They may, if desired, be 
kept dry and sterile for later use or they may be kept 
in 70 per cent. alcohol. An alternative method of steril- 
ization is to boil the sheets in distilled water for twenty 
minutes. After boiling they are placed in the 70 per 
cent. alcohol or may be taken direct from the water and 
washed thoroughly in saline solution, when they are ready 
for use. Boiling, however, causes somewhat more shrink- 
age than sterilization in the autoclave. By either method 
of sterilization a thin, pliable, transparent membrane is 
produced in which there is no cellular structure. The 
operating nurse should leave a sheet of amnioplastin in 
Ringer's or saline solution for at least twenty minutes 
before she flattens it out on a glass plate as described 
below. 


* Cargile membrane is Ox peritoneum in dry sterile sheets, pre- 
pared commercially under that name. 

+ We are much indebted to Professor John Fraser for providing 
us with this material from the delivery rooms of the Royal 
Victoria Montreal Maternity Hospital. 


Experiments with Amnioplastin 


In a second series of similar experiments the animals 
were sacrificed at intervals varying from ten to sixty days 
after the surface of the lacerated brain had been covered 
with this membrane. It was found at necropsy that a 
new-formed dura had appeared on the under surface of 
the muscle. This was not disturbed but was removed 
with the brain. Inspection of the inner surface of dura 
was made only in those cases not used for microscopical 
study. In the group studied microscopically the freedom 
from adhesions made it necessary to hold the dura down 
to the underlying brain with thread ties until the process 
of embedding the tissue was completed. 

The results were consistently as follows. In no instance 
was there evidence of gross adhesion. The amnioplastin 
sheet progressively disappeared. In the ten-day animals 
a mucoid material which represented the membrane was 
found in the space between injured cortex and re-forming 
dura. When the brain was placed in fixative this material 
washed away for the most part. On gross inspection at 
twenty days there was slight evidence of the substance, 
except for a very small amount of the same mucoid 
material. At thirty days no gross or microscopical 
evidence of membrane could be found. 

Microscopically in the ten-day group there was no 
evidence of any foreign-body reaction, and no organized 
adhesions. It may be said thatthe growth of fibroblasts 
beneath and above the membrane was a reaction to the 
presence of a vanishing foreign body. Remains of the 
amnioplastin could be seen as an amorphous substance 
without cellular structure. There was evidence of begin- 
ning regeneration of the dura and pia. By twenty days 
the dural defect had completely filled in, the pia had 
partially closed over the destroyed brain, and the mem- 
brane between the two was represented by a thin amor- 
phous material. Panel A of Fig. 1 (see Plate) is from 
such twenty-day preparation. In it the dura is 
labelled d, membrane m, and pia p. The area of brain 
which had been traumatized is easily seen and the super- 
ficial cell growth which is the precursor to new pia. 


In panel B of the same figure is shown a section trom 
an animal of thirty days’ standing. It will be noted that 
there is no evidence whatsoever of any membrane, that 
the dura and pia have both regained their continuity, and 
that there is no sign of any adhesive bands even over 
the area of brain injury. In panel C of Fig. 1 is shown 
a section from an animal sacrificed fifty days after 
operation. Here is seen complete restoration of both 
dural and pial coverings, the latter over damaged cortex, 
with no evidence of any adhesion. It seems fair to 
assume that the subdural space is now filled with a thin 
layer of fluid as under normal conditions and, further, 
that no element is present which could produce adhesions 
after this sixty-day period. 


Previous Work 


Following the war of 1914-18 much work was done 
on the problem of meningo-cerebral adhesions because 
of the prevalence of post-traumatic epilepsy in those who 
had recovered from wounds of the brain. After such 
seizures had become habitual futile efforts were made to 
stop them by opening the skull and placing upon the 
brain scar such substances as fat, fascia, celloidin, and 


metal plates in the hope of lessening or abolishing 


adhesions. These attempts failed for two reasons: first, 
because the substances did not prevent re-formation of 


adhesions ; and, secondly, because such seizures cannot 
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be stopped until the cicatrix within the brain is excised. 
The latter cause of failure is probably the more impor- 
tant, as Was pointed out by Foerster and Penfield (1930). 
Nevertheless, a membrane that will really prevent ad- 
hesions after a radical operation for post-traumatic epilepsy 
should improve the results of such operations. 

On the other hand, to present a method of preventing 
the formation of such adhesions at the time of the original 
injury is the aim of this communication, Harvey and 
Burr (1926) pointed out that injury to the pia arachnoid 
was invariably followed by adhesions involving the 
pachymeninges and brain. This is due not to the 
peculiarity of the pia but to the fact that the central 
nervous system when deprived of its normal covering 
ecomes the site of marked cellular reaction, both neuro- 
glial and fibroblastic. Any portion of the nervous 
system, if it loses its proper covering, calls forth violent 
reaction from the surrounding tissue, as pointed out by 
Trotter (1926). This is as true of peripheral nerves as 
it is of the brain, and there would seem to be no reason 
why amnioplastin should not be used to surround a 
recent nerve suture to prevent much of the fibroblastic 
reaction ordinarily produced by the bared nervous tissue. 
Furthermore, it might well be found useful to envelop 
a recently sutured tendon and perhaps also to produce 
gliding surfaces so necessary in joints and about injured 
areas of peritoneum. 

Johnson (1937), after the investigation of the fate of 
various absorbable substances when buried in muscle, 
came to the conclusion that bovine allantoic membrane? 
was the least irritating and caused by far the least reaction. 
On the basis of his findings he scarified the bowel wall 
and peritoneum in animals, and found that a covering 
of allantoic membrane prevented the formation of 
adhesions. Davis and Aries (1937) also stated that they 
were able to restore a_ practically normal gliding 
mechanism after repair of nerve or tendon if the nerve 
or tendon was protected by allantoic membrane. 

We have found that this foetal membrane serves fairly 
well over the brain, as is shown by reference to the 
table, but that amnioplastin had definite advantages. It 
is possible that allantoic membrane might be much im- 
proved if prepared after the manner of amnioplastin. 


Clinical Applications 


When a craniotomy is carried out and the brain exposed 
for a considerable length of time, or when the brain is 
injured as by the removal of a tumour (Fig. 2), amnio- 
plastin is recommended as a routine covering to be inter- 
posed between dura and brain, both where the brain is 
intact and where it is lacerated, as shown in Fig. 3. We 
have used it for this purpose and are under the impression 
that local post-operative oedema is thereby lessened. 
Certainly there is no increase in immediate cellular reac- 
tion in the spinal fluid. It has not as yet been employed 
long enough to determine its effect upon the incidence 
of post-operative epilepsy. 

Treatment of Brain Wounds.—Wounds of the brain 
should be treated according to the principle of careful 
débridement that applies to other tissues. All destroyed 
brain tissue should be removed or sucked out. Foreign 
bodies should be removed and bone fragments elevated 
or removed. Débridement thoroughly and carefully done 
is the most important procedure for the immediate preser- 
vation of life, prevention of infection, and avoidance of 


subsequent focal epilepsy (Penfield, 1936). Added to 


Insultoic ~membrane, prepared commercially by the Lewis 
Manufacturing Company, Walpole, Mass., U.S.A, 


this, amnioplastin should be spread over the wounded sur- 
face in order to prevent adhesion. If there is a defect in 
the dura as well as ine pia the use of amnioplastin will 
provide for the re-formation of dura and pia as separate 
layers. For such cases large sheets should be used. A 
sheet may be lifted by ihe cperating nurse from the saline 
or Ringer's solution on her table and placed on a piece of 
clean glass of suitable size. She should then smooth out 
all wrinkles. With the membrane still moist she may then 
place another piece of glass on the top so that the mem- 
brane is kept flat and moist between the two glass sheets. 
When thus covered the membrane may be kept an hour 
or two with no fear of drying. When the field is pre- 
pared the surgeon can then remove the upper glass and use 
instruments to lift the membrane by two of its corners. 
When he places the membrane upon the wet surface of 
the brain it adheres at once and is not easily displaced. 


Conclusion 


Amnioplastin is a thin sheet which may be easily pre- 
pared from the membranes available in the delivery room 
of any obstetrical hospital. It may be boiled or auto- 
claved before use. It is recommended as a preventive of 
meningo-cerebral adhesions and as an adjunct to the radi- 
cal surgery necessary to prevent post-traumatic and post- 
Operative epilepsy. This membrane allows regrowth of 
leptomeninges over the brain even after cerebral lacera- 
tion and re-formation of an overlying dura mater. It thus 
provides for restoration of the subdural space. 


Amnioplastin remains a foreign body for a short time, 
but is completely absorbed within a period of thirty days. 
It should serve in other surgical fields to prevent adhesions 
in the peritoneal and joint cavities and also about tendons 
and sutured nerves. It may therefore be recommended 
for use in many of the operative procedures of military 
and civil surgery. 


LEGENDS TO PLATE 

Fic. 1.—Photomicrographs to show re-formation of meninges 
over lacerated area of cerebral cortex. d = dura mater; m - 
amnioplastin; p = pia mater. Panel A, twenty days after wound 
of cortex, shows pia re-forming over the area of laceration. The 
membrane has partly washed away, but may be made out. The 
dura is re-forming. Panel B, thirty days after wound, shows pia 
re-formed actually over the injured area, where no true cortical 
structure is now to be seen: membrane gone. Panel C, after 
fifty days: complete absence of adhesions. 

Fic. 2.—Operative photograph showing the brain of a young 
man and the excavated area from which a glioma (astrocytoma) 
has just been removed. The tickets A and H lie on the precentral 
gyrus, as proved by electrical stimulation. Membrane may be 
seen at one side ready to be placed in position. 

Fic. 3.—Operative photograph of same case as Fig. 2. The 
brain and excavated area are being covered with a sheet of amnio- 
plastin. No weakness followed this operation, and there was a 
minimum of post-operative reaction of any sort. 
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H. H. Schuman (Amer. J. Dis. Child., 1939, 58, 564) illus- 
trates the rarity of chicken-pox in the newborn by the fact 
that he has found only six cases, to which he adds the seventh. 
In five of the six cases the disease had a mild course, and only 
one was fatal, though it is not clear whether chicken-pox 
was the cause of death. In Schuman’s case the rash appeared 
on the twentieth day of life of the child, whose mother 
had the disease at the time. The attack was mild and no 
complications occurred. 
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Physical examination of the chest has recently tended to 
recede in importance: the auxiliary methods of investiga- 
tion are so helpful, and in many cases so conclusive, that 
it seems almost a waste of time to expend effort in 
elaborating and in attempting to interpret physical signs. 
It must be admitted that if, for instance, the value of 
physical examination is compared with that of radiography 
in the average case of lung disease, physical examination 
yields decidedly less accurate information. The plain 
radiograph cannot, however, give much information as to 
the state of the bronchi in cases of early bronchial disease 
unless secondary changes have already occurred in the 
lungs ; and careful consideration of the physical signs may 
draw attention to a lesion which might be overlooked if 
too much reliance were placed on the film alone. 


Types of Bronchial Obstruction 


Bronchial obstruction has been much studied of late 
years, and the information thus gained has led to radical 
revision of views once held to be well established. A 
comparatively large area of the bronchial tract is now open 
to direct inspection, and even deeper parts of the bronchial 
tree can be accurately outlined by means of lipiodol. 
Chevalier Jackson (1934) has described three chief types 
of bronchial obstruction. The first, which he terms “ by- 
pass valve,” is the result of a partial obstruction which 
allows air to enter and to leave the bronchus, and which 
therefore does not cause either emphysema or collapse. 
The chief sign is a wheeze that is audible when the patient 
has his mouth open. The second, termed “ check-valve,” 
is the one illustrated by this series of cases. The Jumen 
of the bronchus enlarges on inspiration, admitting air, but 
it decreases on expiration and refuses exit to the air, 
which gradually accumulates in the affected part of the 
lung and causes localized emphysema. The third type, 
the “ stop-valve,” is the reverse of the check-valve and is 
the one usually recognized clinically. In this type air 
cannot get into the lobe supplied by the obstructed 
bronchus, while it might or might not be able to escape, 
with the result that air is absorbed from the alveoli, with 
resulting collapse of the lobe. As partial bronchial ob- 
struction, with consequent emphysema, must be a common 
precursor of complete obstruction with massive collapse of 
the lung, it seems to follow that realization of the signifi- 
cance of the signs of obstructive emphysema must lead to 
the earlier recognition of local disease in a bronchus. 


Causal Conditions 


The conditions which give rise to obstructive emphysema 
are foreign body, tumour, and accumulated secretion. The 
physical signs are those of emphysema in general, poor 
movement, resonant percussion note, and weak or absent 
air entry ; but they are localized to one side, or even to one 
part of the lung. When a complete lung is involved the 
affected part of the chest may be expanded as compared 
with the sound side. It usually moves much less. The 
heart is commonly in its usual position when the condition 


is localized, but in extreme cases it may be shifted towards 
the sound side (Plate, Fig. 1). The percussion note may 
correspond with that of the sound side, or it may be hyper- 
resonant: this increased resonance may on occasion be 
found over the whole of one side of the chest. The 
breath sounds are weak and frequently are absent ; this 
is the most significant physical sign of all. 


It will be seen that these physical signs are precisely 
similar to those which may be found when a pneumo- 
thorax is present, and a not uncommon clinical diagnosis 
is spontaneous pneumothorax. It may be quite impos- 
sible to differentiate the two conditions clinically when the 
signs are extensive, but a positive coin sound would be 
conclusive evidence in favour of pneumothorax and against 
localized emphysema. The only certain method of dis- 
tinguishing the two conditions is by means of skiagrams, 
which must always be taken when physical signs of this 
sort are detected. 


The cardinal signs of obstructive emphysema on the 
skiagram are: (1) greater transparency of the lung field 
on the affected side; (2) there may be displacement of 
the heart towards the free side; (3) it may be noted on 
screening that the displacement of the heart varies with 
respiration ; and (4) the dome of the diaphragm on the 
affected side may be depressed and flattened, and on 
screening its excursion may be found to be limited. The 
signs of emphysema are most obvious at the end of expira- 
tion, and in all cases of doubt a film should be exposed at 
this phase. 


The following six cases are described to illustrate the 
types of condition in which localized emphysema may 
be found. In most of these cases a clinical diagnosis of 
spontaneous pneumothorax was made, and the correct 
diagnosis of localized emphysema was reached on further 
investigation. The cases may be divided into two groups. 
The first consists of those in which the emphysema is 
transient and commonly resolves spontaneously, the con- 
dition apparently being due to a temporary obstruction of 
a bronchus by a plug of mucus or muco-pus. It may 
happen, however, that this obstruction becomes complete, 
and massive collapse of the lung may result in cases of 
bronchitis and asthma, as previously described by me 
(Maxwell, 1937), or following major operations, as in the 
condition termed “ post-operative massive collapse of 
the lung.” The second group consists of cases in which the 
obstruction is permanent, the usual cause being a tumour. 
In this latter group the emphysema is nearly always a tem- 
porary event and proves to be the precursor of massive 
collapse of the lung. There is a third group in which an 
identical state results from the inhalation of a foreign 
body ; but no cases of this type are included in this series, 
and reference may be made to Jackson’s work, already 
quoted, for dull details. 


Case I 


A female child aged 24 was taken ill suddenly on the night 
of August 3, 1937, with fever, cough, and dyspnoea. On the 
following morning her breathing was much easier, but the 
temperature was raised and continued so for three days. The 
illness then seemed to have passed off, but the irritative cough 
persisted. No sputum and no haemoptysis were seen at any 
time. The attacks of coughing were quite severe and often 
caused her to wake at night; they also occurred regularly 
every morning on waking. She had not been heard to whoop 
and there was no vomiting. 

The child was brought to the out-patient department of 
St. Bartholomew’s Hospital on September 29, 1937, and was 
found to be well developed. She was in no distress and 
seemed quite comfortable whether sitting up or lying dows, 
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but there was slight cyanosis. Inspection of the chest showed 
a few dilated veins in front and it was noticed that the left 
side was not moving so well as the other; the heart and 
trachea were displaced to the right. The percussion note was 
slightly higher in pitch, but very resonant over the whole of 
the left side. Loud puerile breath sounds were heard over 
the whole of the right side of the chest, but on the left 
side there were no breath sounds at all from the apex to 
the base. The coin sound could not be elicited. On examina- 
tion of the abdomen the tip of the spleen could be felt two 
fingerbreadths below the costal margin. There were no other 
abnormal findings. 

On consideration of the physical signs it seemed almost 
certain that the condition was a spontaneous pneumothorax. 
A radiograph, however, showed that the left Jung was in a 
state of extreme emphysema (Fig. 1). The reason for this was 
not at all apparent on the film, so admission was advised. 


The patient was admitted on October 7, when her condition 
was unchanged. There was no fever, but the respirations 
were raised, averaging 30 per minute. The radiograph was 
repeated on October 11. The report stated: ‘“ The appear- 
ances still favour an intermittent obstruction in the left main 
bronchus, allowing air to enter the left lung but not to pass out. 
? foreign body in left main bronchus.” On October 12 the 
temperature rose to 101° for a few hours and there was slight 
exacerbation of cough, but nothing was coughed out of the 
bronchus. 


At this stage the opinion was that there must be a foreign 
body in the left main bronchus, so bronchoscopy was advised. 
It so happened that on October 14, before this could be done, 
the physical signs changed completely. It was found that 
within a few hours the left side of the chest had begun to 
move quite Well. the trachea returned to the middle line, the 
apex beat could be determined in its normal situation, and the 
breath sounds were good and equal on both sides of the chest. 
A radiograph taken on October 16 showed a complete return 
to normal (Fig. 2). 

At no time was there any evidence that the child had 
coughed up a foreign body, and the only possible conclusion 
appeared to be that there had been an obstruction of the left 
main bronchus which had spontaneously resolved. The only 
material that could have caused such an obstruction appeared 
to have been mucus. In a way it was unfortunate that the 
change in the physical signs occurred on the day before the 
bronchoscopy was planned, for final proof of the nature ot 
the obstruction was not obtained. 


Case Il 


A woman aged 38 came to the out-patient department of the 
Royal Chest Hospital on February 27, 1934, complaining of 
pain in the left side of the chest. Two years previously 
removal of an ovarian cyst had been followed by pneumonia 
and pleurisy on the left side. Six months later she developed 
bronchitis, with shortness of breath, loss of voice, and much 
sputum. The bronchitis had persisted since that time. She 
had never coughed blood, but had lost a stone in weight during 
the previous two years. On examination it was noted that 
the left side of the chest was not moving at all well, the 
percussion note was hyperresonant, and there was. slight 
Weakening of the breath sounds over the upper lobe but 
complete absence of breath sounds over the lower lobe. 


On the following day she was admitted to hospital for 
Observation. The physical signs persisted unchanged, and a 
radiograph taken on March 6 showed emphysema of the left 
lower lobe (Fig. 3). A lipiodol examination was attempted on 
two occasions, but was unsuccessful on account of intense 
laryngeal spasm. A bronchoscopy was therefore performed, 
and a plug of mucus was seen which almost entirely obstructed 
the left main bronchus. This mucus was removed so far as 
Possible. The physical signs remained unchanged during the 
next three days, but after this the breath sounds gradually 
improved until they were practically equal on the two sides. 
The patient has been under observation for the past five years, 
and she has followed the same course as the average patient 
With secondary asthma. In November, 1934, she had a similar 


attack, with identical physical signs, and gelatinous masses of 
mucus were again removed through the bronchoscope. On 
this occasion a successful attempt was made to introduce 
lipiodol (Fig. 4), and it could be seen that the larger bronchi 
in the left lower lobe were a little dilated and that the oil 
did not enter the smaller bronchi at all. It would appear 
that the obstruction was not confined to a single part of a 
large bronchus, but that a considerable area of the bronchial 
tree was affected either by catarrhal swelling of the mucous 
membrane or by an extensive layer of mucus. In either case 
the obstruction would have the same effect on the lung. 


Case Ill 


A man aged 30 came to the out-patient department of the 
Royal Chest Hospital on April 22, 1935. He had been quite 
well until three weeks previously, when he experienced sudden 
pain in the left side of the chest. He became short of breath, 
but did not have any cough or sputum at that time. A few 
days later he was noted to have a slight irritative cough, but 
there was still no sputum. On examination he appeared to 
be toxic and had a temperature of 100.2°. The left side was 
moving distinctly less than the right, the percussion note was 
equal on the two sides, but there were no breath sounds over 
the left upper lobe. A diagnosis of spontaneous pneumo- 
thorax was made, but the radiograph showed increased trans- 
lucency in the left upper half of the chest, with lung markings 
extending to the periphery. In view of these findings the 
original clinical diagnosis was obviously untenable, and that 
of obstructive emphysema was substituted. The desirability 
of bronchoscopy was considered, but it so happened that 
within the next four days, and before a decision had been 
reached, the physical signs disappeared fairly quickly and the 
chest became normal. A radiograph taken on May 9 showed 
equal translucency on the two sides. From the history it was 
elicited that this patient had had pneumonia at the age of 6 
and had suffered from a mild degree of catarrh since that time. 
In the light of the experience gained from the other cases in 
this series there would seem to be no doubt that a temporary 
Obstruction due to mucus was responsible for the physical 
signs. 


Case IV 


A woman aged 50 attended the out-patient department of 
St. Bartholomew’s Hospital on June 10, 1931, complaining of 
pain in the left side of the chest, weakness, and loss of weight. 
She had been in her usual health until December, 1930, when 
a cough began, with a considerable quantity of yellow sputum. 
The cough was not severe, and it had almost disappeared in 
the next four months. In March, 1931, she experienced 
stabbing pain in the left side of the chest which was increased 
by taking food ; there was gradually increasing dysphagia. 

On examination she was pale and thin. The signs in the 
chest were not regarded as being conclusive, but the left side 
was moving poorly and the percussion note was unduly 
resonant over the upper lobe and impaired at the base: the 
breath sounds were weak over the whole of that side. The 
mediastinum was not displaced at this time. A skiagram taken 
on the same day showed a mass in the left hilum and veiling 
of the left lower lobe; the increased translucency of the left 
upper lobe, due to emphysema, was very apparent. The 
patient entered hospital on July 15, by which time the physical 
signs were entirely altered, being now the classical signs of 
complete collapse of the left lung. It was established that 
the collapse was due to a carcinoma in the lumen of the lett 
main bronchus. 


Case V 


The patient, a man aged 64, was seen in consultation on 
February 28, 1939. He had suffered from winter bronchitis 
for some years and had been treated with an autogenous 
vaccine. After one of his usual injections in the middle of 
February he experienced a rigor and the temperature was 
raised for two days. One week later he had a further injec- 
tion of vaccine, after which the temperature remained per- 
sistently raised, reaching 102°. There was an irritating cough 
with practically no sputum ; he had not coughed any blood. 
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On examination on the morning of February 28 he was 
stated to have signs of either consolidation or fluid at the left 
base. but the breath sounds in the two upper lobes were 
equal. In the late afternoon of the same day it was found 
that the left side was not moving: the percussion note was 
hyperresonant over the left upper lobe, but there were no 
breath sounds. At the base the percussion note was much 
impaired and there was bronchial breathing. In view of the 
apparent change in the physical signs over the upper lobe it 
was felt that the patient might have developed a spontaneous 
pneumothorax during the day. The condition in this case 
might have been a hydropneumothorax or pyopneumothorax, 
but a succussion splash could not be obtained. The chest 
was explored with a. needle, and a very little turbid fluid was 
obtained : this contained polymorphs, but remained sterile on 
culture. The opinion at the time was that the patient had 
an acute inflammation in the left lower lobe—a_ pleural 
reaction surrounding the inflamed part—and that a spon- 
taneous pneumothorax had occurred above the diseased area. 
A skiagram taken on the following day showed translucency 
of the upper lobe, but the markings extended to the periphery. 
There was therefore no pneumothorax, but a condition of 
emphysema in the upper lobe. In view of this finding it was 
thought that there must be some obstruction in the bronchus. 
While this obstruction might be muco-pus, it was possible 
that it might be a tumour. Bronchoscopy was advised ; this 
was later carried out at the Radcliffe Infirmary, where a 
bronchial carcinoma was found. 


This case illustrates very well the fact that an apparent 
pneumonia in an elderly man should not be accepted at its 
face value. In a considerable proportion of cases of this 
type the inflammation is found to have occurred in the region 
of a previously unsuspected growth. 


Case VI 


A man aged 44 was referred to the out-patient department 
of St. Bartholomew's Hospital on May 10, 1939. complaining 
of shortness of breath and pain in the chest. He had been 
perfectly well until six weeks previously, when he had a 
sudden attack of “ indigestion,” which consisted of pain under 
the heart and much wind. The pain continued, but the 
indigestion improved. There was practically no cough or 
sputum, but he had recently coughed up an occasional streak 
of blood. On physical examination it was found that the left 
chest was not moving well, the percussion note was a little 
more resonant on the left than on the right, but no breath 
sounds were heard on the left side. The mediastinum was not 
displaced. The sudden onset of symptoms made it appear 
probable that the patient had had a spontaneous pneumo- 
thorax, and, with this provisional diagnosis, he was radio- 
graphed. The film showed that the left lung was somewhat 
more translucent than normal, and that the lung markings 
extended to the periphery. A small circumscribed mass was 
apparent in the left hilum. In view of this finding the 
patient was advised to come into hospital. He was not 
admitted until May 29, and during the interval he developed 
severe pain in the back and across the shoulders, but there 
were no other respiratory symptoms. It was considered that 
this new pain, which had the characters of a root pain, was 
due to a secondary deposit in the spine. 


On examination it was apparent that a change had occurred 
in the chest. The left lower ribs were immobile, the heart 
had moved a little towards the left, the percussion note at the 
left base was slightly impaired, and the breath sounds were weak 
in this area. A skiagram taken on the following day showed 
that the heart was considerably displaced to the left and there 
was collapse of the left lower lobe. The appearances in the 
upper mediastinum on the right side were suggestive of 
glandular enlargement. Bronchoscopy revealed a carcinoma 
at the bifurcation of the left main bronchus. 


Discussion 


It is apparent that obstructive emphysema can at least 
be suspected from a consideration of the physical signs 
in the chest. 


The signs, however, closely simulate those of 


pneumothorax, and it is therefore not possible to be 
certain of the diagnosis without seeing the x-ray film. On 
the other hand, the film aléne sometimes shows compara- 
tively slight evidence of emphysema, and it would be 
possible to overlook the condition unless the physical 
signs and the radiographic appearances were considered 
together. As this type of emphysema is an early event 
in certain cases of organic bronchial disease it follows 
that the ability to recognize the presence of obstructive 
emphysema is likely to draw attention to an underlying 
lesion earlier than would otherwise be the case. 


The early diagnosis of malignant disease of the bronchus 
is obviously important if the promising results obtained 
from surgery are to be improved upon, and therefore the 
detection of obstructive emphysema should lead at once 
to the consideration of bronchoscopy and lipiodol bron- 
chography as additional diagnostic measures. The group 
of cases in which obstructive emphysema occurs as the 
result of partial blockage of a large bronchus by a plug of 
mucus Or muco-pus is fairly common and is of consider- 
able clinical. importance. Massive collapse of the Jung 
has been reported in cases of bronchitis and asthma 
(Maxwell, 1937), and massive collapse of the lung which 
follows major surgery is a well-known and troublesome 
complication, especially of abdominal operations. It is 
thought that the collapse in these cases is due to an 
obstructive plug of mucus, and this view can be held to be 
well established. It will, however, be seen from the 
records of the first three cases in this series that there 
must often be a stage of obstructive emphysema as a pre- 
cursor to the final state of collapse. In many of these 
cases the plug is probably localized, but a study of Case Il 
and of Figs. 3 and 4 suggests that obstructive emphysema, 
and consequent massive collapse, may be due to extensive 
exudation of mucus throughout a considerable region of 
the bronchial tree. The early recognition of the signs of 
obstructive emphysema, where the obstruction is due to 
mucus, should suggest the adoption of immediate measures 
to relieve the obstruction in the bronchus before it be- 
comes fully established. Such measures as the administra- 
tion of carbon dioxide are much more likely to be useful 
at this stage than when the lung has completely collapsed. 
The physical signs of obstructive emphysema should be 
looked for carefully in every case in which there is the 
slightest respiratory distress following a major operation, 
for in this way many cases of threatened massive collapse 
could probably be averted. 
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The committee on workers’ holidays set up by the Industrial 
Welfare Society, under the chairmanship of Lord Amulree, 
having considered the desirability of encouraging holidays in 
wartime, has come ‘to the following conclusions: That an 
annual holiday contributes to the workpeople’s happiness, 
health, and efficiency. That if the workers are to meet the 
demands for wartime production without undue strain a 
holiday, except in sudden or grave emergency, is more vital 
than in peacetime. That, owing to the use of normal holiday 
accommodation for various wartime purposes, and the limita- 
tion on transport by road and rail, it is essential that holidays 
should be spread over the months of May to October if 
beneficial holidays are to be enjoyed. The committee therefore 
appeals to local authorities, to employers and their repre- 
sentatives, to workpeople ‘and their representatives. in the 
industrial districts, to arrange meetings at an early date to 
discuss local arrangements for bringing about a spread-over 
of the holiday period, ; 
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CEREBRAL HAEMORRHAGE FROM 
RUPTURE OF A CONGENITAL INTRA- 
CEREBRAL ANEURYSM IN A CHILD 
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(WITH SPECIAL PLATE) 


Acute cerebral vascular catastrophes in young people, and 
especially in children, are of infrequent incidence, and 
spontaneous cerebral haemorrhage as the cause is quite 
a rare event. Nevertheless these cases have assumed a 
new interest and importance, since some of them, and 
more especially those associated with aneurysm, have 
been brought within the scope of practical treatment 
(Dott, 1933; Dott, Hermann, and Obrador, 1937). In 
many cases the clinical facts do not warrant a diagnosis 
more exact than “acute cerebral vascular catastrophe.” 
In children embolism and haemorrhage—from a_ vein 
in whooping-cough, purpuric. states, local tuberculous 
and neoplastic disease: from an artery affected by 
aneurysm—have to be considered. If the patient sur- 
vives, as indeed he does in the majority of cases, the 
exact nature of the responsible lesion may remain !m- 
possible of final definition (Poetzl, 1934). For cxample, 
Holden and Le Marquand (1929) report the case of a 
girl aged 9 in which the clinical history and findings leave 
no reasonable doubt that a spontaneous haemorrhage had 
occurred into the right frontal lobe. Absence of evidence 
of associated disease renders possible causes other than 
aneurysm extremely improbable. In adults other causes 
of cerebral haemorrhage, such as arteriosclerosis, increased 
arterial blood pressure, angiospasm (Neubuerger, 1928), 
vascular malformations, etc., widen the possibilities. 

In the event of arterial haemorrhage from rupture of 
an aneurysm the bleeding may occur into the subarachnoid 
space or into the brain substance, or both. It may erupt 
into. a ventricular cavity from either situation, The 
finding of an admixture of blood with the cerebrospinal 
fluid is confirmatory of haemorrhage as the cause of 
symptoms, but its absence does not exclude haemorrhage, 
which may be confined within the brain substance. 

When in the case of a child spontaneous arterial 
haemorrhage is entirely intracerebral it may be presumed 
to arise from ihe rupture of an aneurysm situated upon 
one of the smaller intracerebral arterial branches. 
Mallen’s case (1933) was one of fatal cerebral haemor- 
rhage. The patient was a 9-year-old girl who, without 
previous illness or injury, suddenly collapsed while 
drinking tea. The clinical features suggested cerebral 
haemorrhage. Death occurred a few hours later. At 
the post-mortem examination the clot was found in the 
right temporal lobe. The author attributed the haemor- 
rhage to the rupture of an aneurysm, although the pre- 
sumed aneurysm could not be identified. 

There are probably several reasons why only a few 
examples of intracerebral aneurysm are on_ record. 
Aneurysms are certainly of Jess frequent incidence on 
the smaller arteries within the brain substance than 
on the larger vessels upon its base. They are also more 
diflicult to find, since they are necessarily of small size. 
The delicate wall of the sac tends to collapse when the 


blood pressure falls at death, and to shrink still more 
if the specimen is subjected to artificial fixation. When 
rupture of the aneurysm is the cause of death the diffi- 
culties are further increased, for the minute lesion is 
embedgled in surrounding clot, and as it contains clot 
itself it is rendered extremely inconspicuous. 


Aetiology 


Aneurysms of the cerebral arteries may be congenital, 
arteriosclerotic, or mycotic. It is now recognized that 
the majority of them are congenital. The researches of 
Forbus (1930) drew attention to the embryological basis 
of these lesions in developmental defects of the muscular 
coats of arteries at the joining of trunk and_ branch. 
Arteriosclerotic aneurysms have rarely been found in the 
brain substance. Green (1930) records two cases of 
rupture of such lesions with associated intracerebral 
haemorrhage. Arteriosclerotic lesions, however, affecting 
elderly subjects do not come within the scope of this 
paper. Mycotic aneurysms are rare in children, and we 
have been unable to find any record of intracerebral 
haemorrhage associated with this type. 

Gull (1858) records an instance (second case) of a small 
aneurysm in the substance of the pons which ruptured and 
caused haemorrhage into the surrounding tissues. In 
this case arteriosclerosis of the basilar trunk was noted 
and contracted kidneys were present. No _ histological 
record of the sac or affected vessel is given, so that it 
cannot be decided wheiher the lesion was degenerative, 
mycotic, or congenital in origin. It is of interest to note 
Gull’s remark: “ Though intracranial aneurysms usually 
occur on the larger trunks of the vessels as they lie at 
the base of the brain or in the fissures between its lobes, 
the smaller branches, after entering the cerebral sub- 
stance, are not exempt.” Charcot and Bouchard (1868) 
described multiple dilatations of the intracerebral arteries 
in elderly arteriosclerotic patients who had died from 
apoplexy. It is now considered doubtful if these appear- 
ances represented actual aneurysms. 

We have been unable to find a record in the literature 
of an instance of a_ verified congenital intracerebral 
aneurysm, with or without rupture and haemorrhage. 


Case Record 


A male child aged 43 years was admitted to the 
Royal Edinburgh Hospital for Sick Children in an = un- 
conscious state on April 23, 1937. His parents were 
healthy people, and in particular there was no evidence to 
suggest parental syphilis. He was an only child. He had 
enjoyed excellent health with the exception of an uncom- 
plicated attack of whooping-cough at the age of 3. The 
only explanation which the parents could suggest for his 
sudden illness was that he might have “headed” the ball 
with which he was playing at the time of onset of his symp- 
toms. The ball was actually a light rubber toy, and could 
not possibly have inflicted a percussional injury to the head. 
The cerebral haemorrhage which he suffered from was appar- 
ently spontaneous in character. His playing was quite active, 
and no doubt was associated with a physiological rise in 
arterial blood pressure. The child interrupted his play 
spontaneously and abruptly, sat down, and complained that 
his left ear was painful. Presently he collapsed and “ seemed 
to shake.” His right eye was observed to turn outwards. 
It was realized that he was unconscious. 


CLINICAL HISTORY 
On admission to hospital shortly afterwards he was. still 
unconscious, but he resisted physical disturbance and would 
attempt to push the doctor's hand away. His complexion was 


healthy, the pulse rate was 60, respirations 20. and tempera- 
ture 97° F. 
sign was positive on the left side. 


Moderate neck rigidity was present and Kernig’s 
There was no strabismus ; 
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the pupils were moderately dilated and equal. The Babinski 
sign Was positive on both sides. When stimulated by touch 
in any part of the body the legs were drawn up, this move- 
ment being weaker on the right side, and the child would roll 
over on to that side. Lumbar puncture yielded blood-stained 
fluid under greatly increased pressure. . 

Shortly after admission to hospital breathing ceased; the 
pulse remained of good quality. A tracheal tube was inserted 
and artificial respiration was effectively maintained. Explora- 
tory cranial perforations were made in each parietal region. 
No collection of blood was found on the brain surface. The 
brain was very tense. On each side a cannula was directed 
through the brain towards the lateral ventricle. When the 
ventricular cavity was entered fluid blood, with fragments of 
clot and disorganized cerebral tissue, escaped from the cannula 
on each side. From this it was surmised that a massive 
intracerebral haemorrhage had occurred and had ruptured 
into one of the ventricular cavities. It was apparent that 
severe damage to the brain substance had been sustained. 
No further active treatment was attempted. Artificial respira- 
tion was continued and the circulation remained satisfactory 
for a further period of three hours. Progressive circulatory 
failure then ensued. natural respiratory movements 
occurred. The child died fifteen hours after the onset of the 
symptoms. 

NECROPSY 


Post-mortem examination was limited to the head. No 
abnormality of the brain surface was noted. During removal 
of the brain a large quantity of blood escaped from its 
interior through an accidental tear which opened a_ blood- 
containing cavity in the left frontal lobe. After suitable 
fixation the interior of the brain was examined. An 
extensive haemorrhage had occurred into the substance 
of the left frontal lobe. A cavity filled with blood clot 
had been formed. It was of irregular shape, about 4 cm. 
in diameter, and was situated immediately anterior and lateral 
to the anterior horn of the lateral ventricle (Plate, Figs. 1 
and 2). It extended laterally to within a few millimetres of 
the brain surface, and its inner wall was about 2 cm. from 
the mesial surface of the brain. The cavity had ruptured 
into the adjacent ventricle, and the entire ventricular system 
was filled with blood clot in which disorganized cerebral 
tissue was mixed. 

From the clinical features of the case aneurysm was sus- 
pected as the underlying cause of the spontaneous haemor- 
rhage. On careful inspection of the haemorrhagic cavity in 
the brain a ruptured aneurysm was found embedded in the 
anterior part of its medial wall. The fundus of the sac 
projected into the cavity. The rupture had occurred at this 
point, and the clot within the cavity was adherent to the tear 
in the sac and was continuous with the clot within its lumen. 
The aneurysm was of oval form and measured about 6 mm. in 
its longest diameter. The wall appeared relatively thick and 
fibrous except at the fundus, where rupture had occurred ; it 
was attenuated at this part. The sac took origin from a 
bifurcation of one of the deep branches of the anterior cerebral 
artery within the brain subsiance and about 2 cm. deep to the 
mesial surface of the frontal lobe. 


About 1 cm. posterior to this aneurysm a second smaller 
aneurysm was found. .It had not ruptured. The small artery 
on which it was situated had been exposed in about 1 cm. 
of its course by the destruction of the brain substance around 
it occasioned by the haemorrhage. Its distal end had evi- 
dently been torn across by this disruptive agency. The vessel 
thus lay exposed upon the wall of the haemorrhagic cavity. 
About the middle of its exposed portion, and at the point of 
origin of a minute branch, an aneurysmal sac about 1.5 mm. 
in diameter was found. 

The smaller, unruptured aneurysm was noted on micro- 
scopical examination to constitute a saccular dilatation, com- 
municating by a relatively wide neck with the lumen of the 
parent artery (Fig. 3). The relation of the neck of the 
aneurysm to the origin of a small arterial branch was verified 
by serial sections. The muscle tissue of the coat of the parent 
artery ended abruptly at the neck of the sac. Elastic fibres 


were traceable in the sac wall for a short distance beyond this 
point, not as a properly formed elastic lamina but only as 
separated strands. Beyond this they were no longer apparent, 
and the greater part of the sac wall contained neither muscle 
nor elastic fibres. It was composed of fibrous tissue derived 
from the tunica intima, which was greatly thickened round 
the neck of the sac and round half its circumference on one 
side only. The remainder of the wall, corresponding to a 
somewhat asymmetrical fundus, was notably attenuated, 
There were no atheromatous degenerative changes, nor was 
there any evidence of inflammatory reaction. The wall of the 
artery proximal to the aneurysm showed no sign of disease, 
The sac contained a recent thrombus—no doubt the conse- 
quence of the rupture of the artery distal to the aneurysm and 
arrest of blood fiow through the vessel. 

The microscopical section of the larger aneurysm which had 
ruptured cut the sac near the fundus, close to the place of 
rupture, and it included surrounding brain substance and the 
wall of the cavity formed by the haemorrhage. The structure 
of the sac was similar to that of the smaller lesion just 
described. The sac wall was very thick over its greater part 
and except where the fundus projected into the haemorrhagic 
cavity. Here it was very thin, and at this spot rupture had 
occurred. Again the parent artery showed no sign of degener- 
ative or inflammatory disease ; and again the aneurysmal sac 
contained clot, the thrombotic process having no doubt spread 
to its interior through the rupture aperture from the clot 
which formed around it in the extravasated blood. The brain 
substance immediately surrounding the sac was infiltrated by 
collections of macrophages which were heavily loaded with 


haemosiderin. These cells could be traced in perivascular. 


spaces to some distance from the aneurysm. The wall of the 
haemorrhagic cavity showed only recently extravasated blood. 

It is evident from these observations that haemorrhage 
from the aneurysm had occurred at a date considerably 
earlier than that of the fatal rupture. It is to be supposed 
that there was only a limited leakage of blood at that 
time, since no clinical history suggestive of an earlier 
“cerebral catastrophe ” could be elicited. It is probable 
that at least part af the great fibrous thickening which 
affected the major portion of the sac wall was the result 
of organization of this earlier blood clot around the sac. 
The fibrous tissue of the sac wall being mature and rela- 
tively acellular, these events were probably of long 
standing. 

Several portions of the larger superficial cerebral arteries 
from the base of the brain and elsewhere were examined 
for congenital defects of their muscular coats. Two such 
defects were found in relation to the junction of branches 
of the anterior perforating group with the left middle 
cerebral artery. The defects were similar to those de- 
scribed by Forbus. They were at the acute angle of the 
junction in each case: there was a gap in the muscular 
coat, which was filled by fibrous tissue continuous with 
that of the adventitia. The internal elastic lamina was 
intact and the tunica intima was unaltered (Fig. 4). Except 
for these microscopical defects at the branch junction lines 
the structure of the vessels was normal. 


Discussion 


There can be no doubt that the aneurysms in this case 
were of developmental origin. There was no evidence 
from the clinical history, or from the microscopical exam- 
ination of the aneurysmal sacs, associated arteries, and 
other cerebral arteries, of degenerative or inflammatory 
disease of the surrounding vessels. On the contrary, the 
histopathological findings are in all respects characteristic 
of congenital aneurysmal lesions. The relation of the 
aneurysms to blood-vessel junctions is consistent with this 
developmental origin. The age of the patient and the 
demonstration of “ Forbus defects” in other arteries at 
the base of the brain complete the convincing evidence 
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of their developmental origin. FForbus has shown that 
the minute defects in the muscular coats of arteries which 
are frequently found at vessel junctions may be regarded 
as potential aneurysms. Whether such a defect develops 
into an actual aneurysmal saccular protrusion or not 
depends on the extent of the defect and conditions of 
blood pressure to which it is subjected. Whether such 
an aneurysm ruptures or not depends similarly on the 
blood pressure to which its wall is subjected and to the 
resistance of that wall. Probably the size of the original 
defect has an influence on the thickness and resistance 
of the wall of the saccular protrusion. 


Although we are unable to find any preceding record 
of a congenital aneurysm situated within the brain sub- 
stance, and although these lesions are doubtless much 
more often associated with the larger arteries at the base 
of the brain or in its principal fissures, our record demon- 
strates that such a lesion may occur. For the reasons 
mentioned above the incidence may be more frequent 
than the absence of recorded cases would suggest. A 
congenital intracerebral aneurysm is, moreover, a possible 
cause of apoplexy to be reckoned with even in the case 
of a young child. 
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(WiTH SPECIAL PLATE) 


Since fatal blackwater fever is rare in Great Britain the 
following description of a case in which death occurred 
from a complaint almost indistinguishable from the most 
severe form of blackwater fever may be interesting. This 
patient had neither suffered from malaria nor left 
England. 


Quinine is used in all parts of the world, and for 
many reasons. Its minor toxic effects, as in_ cin- 
chonism, are well known: the occurrence of urticarial 
rashes after small doses—a true allergic response—is not 
uncommon, but if the drug is used in moderate doses 
fatal results are rare, except in the case of malarial 
patients who develop blackwater fever. Fairley (1937: 
Fairley and Bromfield, 1934, 1937) has brought forward 
evidence which demonstrates that blackwater fever can 
occur in patients who have received no anti-malarial 
ireatment for many months. 


History of Case 


The patient. a married woman aged 34, had always lived in 
or near London, and had never left England. She had never 
suffered from malaria or any illness resembling malaria. She 
had had four previous pregnancies—two had miscarried and 


two had gone to term. A week before admission a specialist 
confirmed her fear that she had again become pregnant. The 
day before admission she bought a box of pills, and swallowed 
sixteen of them some time after noon, leaving one in the box. 
Analysis later demonstrated that the remaining pill, weighing 
0.67 gramme, contained 0.38 gramme of quinine sulphate ; 
it seems probable, therefore, that she took a total of 6.08 
grammes of quinine sulphate, or 5.04 grammes (76 grains) of 
the pure alkaloid. On the same evening she was taken ill 
with headache, vomiting, pyrexia, and increased pulse rate ; 
there was abdominal pain and vaginal bleeding. Her husband 
found her in this condition and sent for her physician, who 
at once had her removed to hospital. His note stated: ‘* Called 
at 11.15 p.m. Temperature 102°, pulse 132. Headache, 
vomiting ; scarlet rash all over Body, abdominal pain, vaginal 
haemorrhage, all said to have been present for many hours. 
No history of contact with scarlet fever, and no signs of 
scarlet fever.” 
CLINICAL FINDINGS 

On admission at 2 a.m. her temperature was 102.6°, pulse 
140, respirations 40. She was restless and clearly in pain, and 
there was a suggestion of a urine-like smell about her. The 
whole body was covered with a uniform copper-coloured rash. 
It did not fade on pressure. The conjunctivae showed an 
icteric tinge. The mucous membranes were a good colour 
and the tongue was quite clear and moist. No sign of activity 
was detected in the breasts. The abdomen was full and was 
tender all over, particularly in the lower half. Here the 
fundus of the uterus was palpable. In the vagina inspissated 
and curiously altered blood was found. This was offensive. 
The cervix was patulous, and the uterus was enlarged to the 
size of a ten-weeks gestation and was tender. No other tumour 
was palpable. There was slight oedema of the legs. Two 
ounces of urine was withdrawn by means of a catheter. This 
urine was black. 

INVESTIGATIONS 

There were signs of pregnancy complicated by abortion, but 
whether the miscarriage had just occurred or was about to 
occur was not clear. Tenderness and rigidity were noted in 
the abdomen, suggesting peritonitis. Finally there was the 
remarkable colour. In artificial light its hue was not easily 
decided, and it was thought by one to be icteric, by another 
to be that caused by prontosil soluble, by a third to be that 
of a Clostridium welchii septicaemia. The possibility of some 
drug idiosyncrasy remained. 

The urine was almost black, and its centrifuged deposit 
showed nothing but masses of amorphous yellow deposit and 
a slightly excessive number of white blood cells ; a Gram film 
revealed no micro-organisms. When daylight arrived it be- 
came clear that the colour was not that of jaundice or of 
prontosil soluble, but a vivid, rather coppery, mahogany 


- brown. resembling that occurring in Cl. welchii septicaemia ; 


the probability of this infection being the cause of the colour 
was, however, slight, since none had been found in the urine, 
nor was the patient ill enough. The urine was found to 
contain methaemoglobin in very high concentration, all four 
bands of which became visible when a 1 cm. layer of urine 
diluted to 1 in 20 was examined with the pocket spectroscope. 

A specimen of blood was next examined. Aerobic and 
anaerobic cultures were taken, and these proved sterile; the 
blood, allowed to clot and then centrifuged, set free serum 
so dark that the surface separating clot and serum was indis- 
tinguishable in daylight. Spectroscopic examination of the 
serum showed a band in the red at 630 mu; the blood urea 
was 128 mg. per 100 c.cm.; the direct van den Bergh reaction 
was positive in fifteen seconds, and the total bilirubin was 
78 units, or 39 mg. per 100 c.cm. The serum phosphatase 
was 14.4 units by the method of King and Armstrong 
(normal 4 to 14 units). 

Further investigations were made at intervals to confirm 
the diagnosis and prognosis, with the following results: 
Second day after admission: red cells, 3.2 millions; leuco- 
cytes, 26,800. Third day: red cells, 1.85 millions: leuco- 
cvtes, 29.800. Fifth day: band in red still present in serum 
but very weak ; blood urea, 325 mg. per 100 c.cm.: alkali 
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reserve. 51 c.cm. CO, per 100 c.cm. plasma. Seventh day: 
blood urea, 540 mg. During this period the mahogany-brown 
colour was slowly replaced by a typical severe icterus, which 
in turn faded, until at the time of death, the ninth day after 
admission, the patient was only slightly jaundiced. 


DIAGNOSIS 


The differential diagnosis appeared to lie between acute 
yellow atrophy, Cl. welchii septicaemia, Marchiafava- 


ficheli’s paroxysmal haemoglobinuria, and some fulminating- 


haemolytic anaemia of doubtful aetiology, possibly related to 
the large dose of quinine taken. 

Acute yellow atrophy was easily dismissed. First, the 
colour was far from that of simple icterus. Secondly, the 
blood urea was markedly raised) Such a result is unusual 
in acute yellow atrophy, since urea formation is confined 
to the liver; one patient with this disease has been found to 
have a blood urea too low to measure (Rabinowitch, 1929). 
Thirdly, the plasma phosphatase was normal. Since phospha- 
tase is excreted exclusively by the liver, extensive destruction 
of liver cells would result in retention of the enzyme in the 
body. 

The raised figure for bilirubin in the serum suggested an 
increased blood destruction, so the nature of the pigment 
giving the band in the red at 630 mu was investigated. The 
band, unlike that of methaemoglobin, was not affected by 
ammonia or by ammonium sulphide, but disappeared on addi- 
tion of sodium hydrosulphite. These properties are those of 
pseudo-methaemoglobin or methalbumin, a pigment first dis- 
covered by Fairley and Bromfield (1934, 1937) and shown by 
them to occur in the plasma of patients suffering from black- 
water fever, and by Janet Vaughan, Harrison, and others to 
occur in the plasma of patients who. have received incom- 
patible transfusions. It is believed to be formed whenever 
there is severe intravascular haemolysis, and to be a combina- 
tion of haematin with plasma albumin. 

The possibility of a Cl. welchii septicaemia was excluded by 
the absence of the organisms from the urine and by the 
sterility of aerobic and anaerobic blood cultures while a 
Marchiafava-Micheli haemoglobinuria was excluded by 
examination of the urine for inorganic iron, which is always 
present in this condition and absent in most others (Bodley 
Scott, Robb-Smith, and Scowen. 1938). No iron could be 
detected when using the same method as these workers. 
Finally, a diagnosis of “acute intravascular haemolysis with 
consequent occlusion of the renal tubules with haematic 
casts” was made, the aetiology of the condition remaining 
doubtful. 

PROGRESS AND TREATMENT 


During her stay in hospital the woman slowly but surely 


progressed to death. An ounce or two of urine could occa- _ 


sionally be obtained—23 oz. in ten days. Her tongue became 
dry, then brown and crusty. The temperature and pulse fell 
slowly on the ninth day, being 99° and 108 respectively, with 
respirations 20. She became more and more drowsy and 
developed a hiccup on the day before her death. 


For treatment she received 4.5 litres of fluid intravenously, 
of which 700 c.cm. were 4.2 and 5 per cent. sodium sulphate 
and 400 c.cm. 6 per cent. sodium bicarbonate. The rest was 
5 per cent. glucose saline. She took also 7}-litres of fluid 
orally. All other treatment was symptomatic. 


NECROPSY FINDINGS (48 HOURS AFTER DEATH) 


The patient died on the tenth day. The following is a 
summary of the pathologist’s findings: “The brain contains 
the stained cerebrospinal fluid. The heart is slightly dilated 
and there is thickening of the mitral valve. The trachea con- 
tains foul fluid. There are oedema of the lungs and collapse 
of the left lower lobe. The intestinal tract is normal. In the 
liver is fatty change. The spleen shows terminal congestion. 
The kidneys probably contain excess iron. Their papillae 
are somewhat swollen. The bladder contains thick turbid 
fluid. There is acute cystitis. The vagina has superficial in- 
crustations at the vault. The uterus is slightly enlarged. is 


empty, and contains stained mucus. There is thick fluid in 
the tubes and a corpus luteum in the right ovary.” 

Histology.—Sections of the kidney show some post-mortem 
degeneration. The glomeruli are for the most part unaffected 
(Plate, Fig. 1). There is some engorgement of the peritubular 
capillaries. Almost all the tubules are choked by a granular, 
amorphous yellow deposit (Fig. 2), which in sections stained 
by Lepehne’s technique proves to be some complex haemo- 
globin derivative—the haematin found after excretion of haemo- 
globin by an acid urine (Baker and Dodds, 1925). Sections 
stained for inorganic iron show practically no haemosiderin 
granules. There is no microscopical evidence of nephritis. 
The liver shows some post-mortem degeneration, but is other- 
wise normal. There is no excess of inorganic iron. 


Discussion 


An almost exactly similar case is recorded by Terplan 
and Javert (1936). This they claim to be the first recorded 
in their literature, and they mention seven others collected 
from abroad, all occurring in the first three months of 
pregnancy. Their patient was given 6 grammes (93 grains) 
of quinine, and died six days after admission. The full 
time interval is not given. All the patients were in the 
early stages of pregnancy and all died with a gross 
obstructive renal lesion. 

Chopra, Sen, and Bhattacharya (1935) point out that 
haemoglobinuria is common in the Tropics after quinine 
therapy : but they are unable to say if it is caused by the 
quinine, is due to an inherent susceptibility of the cor- 
puscles, or if the disease for which quinine is administered 
is responsible. They were able to demonstrate increased 
fragility of corpuscles in a malarious patient who 
developed haemoglobinuria on two of three occasions 
when he was given quinine. 


H. M. Raven (1937) records the death of a patient aged 
50 who took 240 grains of quinine. She died very soon 
afterwards, and “ the necropsy revealed no signs of organic 
disease.” It seems highly probable that this patient 
suffered from an idiosyncrasy to quinine similar to that 
of the patient of Terplan and Javert, and it is possible 
that more cases of this will be observed in the future, in 
view of the continued belief in the efficacy of quinine as 
an abortifacient. It is most improbable that any form 
of treatment will be efficacious, owing to the delay in 
admission to hospital. If the patient is seen soon after the 


onset of symptoms massive alkalinization might be effective, - 


using intravenous sodium bicarbonate (6 per cent.) in 
quantities of 500 to 600 c.cm., thus obtaining an alkaline 
urine ; but in most cases the renal tubules will be blocked 
before this can be done. 


REFERENCES 


Baker, S. L., and Dodds, E. C. (1925). Brit. J. exp. Path., §, 247. 

Chopra, R. N., Sen, B., and Bhattacharya, S. N. (1935). Indian med. Gaz., 
70. 453. 

Fairley. N. H. (1937). Nature, 139, 588. 

— and Bromfield, R. J. (1934). Trans. roy. Soc. trop. Med. Hyg., 28. 
141, 307. 

— —— (1937). Ibid., 31, 139. 

Rabinowitch, I. M. (1929). J. biol. Chem., 83, 333 

Raven, H. M. (1927). British Medical Journal, 2, 59 

Scott, R. Bodley, Robb-Smith, AH. T., and Scowen, E. F. (1938). 
J Med., n.s. 7, 95. 

Terplan K. L., and Javert, C. T. (1936). J. Amer. med. Ass., 106, 529. 


Quart. 


According to the Department of Public Health more than 
9,000 natives died from malaria in the Transvaal during the 
year ended March 31, 1939. The heavy rains at the end of 
1938 and the beginning of 1939 made conditions favourable 
to malarial mosquitos. The chief difference between this epi- 
demic and that of 1937 was not one of severity but of extent, 
the 1939 epidemic reaching over a far greater area and going 
as far south as Pretoria. 
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The region of the anterior part of the floor of the nose 
and palate is the seat of cysts which cannot be ascribed 
to dental conditions. Four clinical types have been recog- 
nized: (1) retention, between lip and alveolus ; (2) fissural, 
between the teeth; (3) incisive canal, behind the teeth ; 
(4) dermoids (Roper-Hall, 1938). The cysts are of 
interest clinically and come within the domain of several 
branches of surgery; it must be stressed that they are 
not tooth tumours, in contradistinction to dental and 
dentigerous cysts which arise in direct connexicn with the 
teeth. When the condition is well established it is not 
easy to decide what: is the precise origin of the tumour. 
A cyst which arises in the floor of the nose may appear 
externally—(a) above the floor of the nose; (b) in the 
incisal sulcus; (c) in the palate via the incisive canal. 
The reverse in all cases is also true, so that the division 
into four is quite arbitrary and mainly of clinical interest. 

There are several vestigial remnants in this region, and 
although it appears unlikely that dental debris is a cause, 
the dictum of Magitot—* Every spontaneous cyst of the 
jaws is essentially and exclusively of dental nature “— 
must be considered, as epithelium from the rests of Serres 
and Malassez may take on this type of cystic activity. 
Many writers have made suggestions and hypotheses as to 
their origin (including Jacobson’s organ and its vestiges), 
but in very few cases has actual evidence been adduced 
to support theory. We confined our investigations to 
the possibility of such cysts developing in connexion with 
Jacobson’s organ. 

The vomero-nasal organ (Jacobson’s organ) develops in 
the nasal septum close to the nasal orifice of the naso- 
palatine canal, and on account of its embryonic epithelium 
has a bearing upon the formation of cysts in the upper 
incisor region. It can hardly be considered to have 
vanished completely from man when its vast impor- 
tance te the well-being of animals is considered, 
and it can well be understood that vestiges may be 
more common than was formerly thought possible. It 
is in close relation with the incisive canal (Le Double, 
1906): and mucous glands in connexion. with _ its 
development lead to cyst formation at the junction 
of the maxilla with the floor of the nose. Sieur and 
Jacob (1899), Hillenbrand (1933), and Noyes (1935-6) 
support the possibility of development of a cyst from 
Jacobson’s organ, but the presence of a cyst in the wall 
of the septum in this region does not necessarily prove 
origin from Jacobson’s organ, especially as there are 
many glands which surround the organ and may give 
rise to retention cysts. 

We are fortunate enough to be able to show a foetal 
cyst of Jacobson’s organ. 


Material and Methods 


The nasal area (including the nasal capsule laterally, 
the cribriform plate above, and the palate below) was 
removed from six human foetuses of different ages ; the 


specimens were embedded in paraffin, cut in serial sections 
of 10 », and stained with haematoxylin and eosin. In 
a foetus of 124 mm. total length it was found that 
Jacobson’s organ on one side had developed a cyst in its 
posterior part. That organ has been reconstructed as a 
model enlarged 100 times (Plate, Fig. 3). The model 
consists of two parts. The anterior one is the nasal 
septum; the posterior represents the outer epithelial 
covering of the septum ; the gap between is normally filled 


~CPEN.NG OF 
JACOBSONS ORGAN 


Fic. A.—Relation of the cyst to the incisive canal: the 
opening of Jacobson’s organ is anterior to the nasal opening 
of the canal. 


with mesenchyme. At the right side of the illustration is 


_the proximal thickened part of Jacobson’s organ; the 


Opening into the nasal cavity is at the other side. The 
bristle indicates the canal. The distal part is separated 
from the proximal part and has developed a cyst. The 
model shows its cut ends. 


Description of the Cyst of Jacobson’s Organ 


Three hundred and twenty sections backwards from the 
tip of the nose Jacobson’s organ opens into the nasal 
cavity. The longest diameter of the slit-like opening is 
in the sagittal axis. The organ is a longitudinal canal 
with a wider diameter at its proximal part near the 
opening and diminishing more and more in calibre distally. 
The canal is embedded in the loose mesenchyme between 
the epithelium and the cartilage of the septum and pro- 
ceeds backwards and slightly upwards. The whole length 
of the normal organ extends over eighty-six sections, but 
the organ at the other side consists of a proximal part 
separated from its distal part by an interruption extending 
over thirty-three sections. The distal isolated part con- 
tains a lumen and is cylindrical in shape ; both ends are 
conical and closed. This cyst is twenty-six sections in 
length. The lumen of the cyst is much narrower than that 
of the distal part of the normal organ of the other side. 
Apart from the interruption of one of the organs, both have 
the same length (eighty-six sections). The largest diameter 
of the proximal part of both Jacobson’s organs is 0.5 mm. 
The lumen of the distal third of the proximal part of that 
organ which develops a cyst diminishes slowly to 0.4 and 
0.3 mm., to be closed at its end. The largest diameter 
in the middle of the cyst is 0.2 mm., while the vertical 
diameter of the normal organ of the other side at that 
level is 0.8 mm., and its transverse diameter 0.6 mm. 


As to the relations of Jacobson’s organ to the incisive 
canal, the sections (see Fig. A, and Plate, Figs. 1, 2, and 4) 
show that there is no relation of its opening to that 
canal, but the incisive canal has the same level as the distal 
part of Jacobson’s organ—that is, the cyst in the present 
specimen. The sections at the level of the cyst show the 
naso-palatine artery passing vertically through the canal 
between the fused right and left halves of the primary 
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palate. The immediate neighbourhood of the cyst to the 
incisive canal has some practical importance, as by the 
persistence and later enlargement of the cyst it may be 
protruded through the canal downwards towards the 
posterior surface of the central incisor teeth. The anterior 
or proximal part of Jacobson’s organ has no _ interest 
clinically, as there is an opening and therefore a cyst 
cannot develop. Further, this opening has no relation 
to the nasal orifice of the incisive canal, being anterior 
to it. 

The topographical relations of Jacobson’s organ vary 
very much in different species of mammals. 


Summary 


The origin of cysts of the premaxillary region is dis- 
cussed and an account is given of a cyst of Jacobson’s 
organ. 

The specimen here described Jends support to the theory 
that cysts of the premaxillary region may arise from 
vestiges of Jacobson’s organ. 
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Clinical Memoranda 


Repair after Femoral Herniotomy 


Although it cannot be said that recurrence after femoral 
herniotomy is.commoaly seen, nevertheless the standard 
method of repair is not altogether satisfactory when the 
parts have been stretched considerably by a large and long- 
standing protrusion. 

It is a frequent experience in this sort of case that the 
conjoined tendon does not come down kindly to the ilio- 
pectineal line and so must be fixed in its new position under 
tension—the acknowledged evil-doer in surgical suture. 
Further, the conjoined tendon is, as often as not, weak 


and attenuated, and is therefore unsuitable to take a 


principal part in the repair. It is noteworthy, too, that 
although considerable distortion of the local anatomy is 
thus brought about, the opening of the femoral canal is 
not itself mechanically closed. If this state of affairs 
is present, or in cases of recurrent hernia, not only may 
Lothiesson’s method of repair be difficult to perform 
but the result is unlikely to be permanent. It is in this 
type of case that the following modification of the usual 
operation has been found more efficient than other fascial 
repairs that have been recommended. 


THE MopiFiED METHOD 


After the usual treatment of the femoral sac, when the 
stump has been drawn up and fixed behind the musculature 
of the abdominal wall, a piece of fascia lata is cut from the 
thigh. Its size and shape should correspond with that of the 
space which lies between Poupart’s ligament and the ilio- 
pectineal line—the only two strong and stable structures which 
bound the femoral opening. The shape is of importance. The 
outer border is curved slightly to accommodate the femoral 
vein, thus allowing attachment as far down the ilio-pectineal 
line as possible. The inner border is, of course, short, as it 
corresponds with Gimbernat’s ligament. The anterior edge is 
for attachment to Poupart’s ligament; the posterior edge for 


the ilio-pectineal line. It is therefore somewhat triangular in 
shape. 

When the “ fascial patch * has been trimmed the correspond- 
ing edge is sewn with silk to that part of Poupart’s ligament 
which bounds the femoral canal above. Five or six silk sutures 
are now placed along the ilio-pectineal line at intervals in the 
usual way; good bites are taken, and the free ends of the 
sutures are clipped by haemostats until the deepest suture has 
been placed. Each suture, starting at the pubic end, is charged 
with a fully curved needle and passed through the related 
edge of the fascia at appropriate intervals. They are then 
tied in the same order. 

A strong diaphragm of fascia is now securely fixed over the 
femoral opening, without tension and without undue distor- 
tion of anatomical structures. The repair not only looks 
most pleasing to the eye but is easily and quickly performed. 
A sufficiency of fascia can always be obtained to close the 
mouth of the largest femoral canal. The operation is com- 
pleted by bringing the conjoined tendon down to Poupart’s 
ligament, as in Bassini’s operation. 


This method has been used as a routine in both strangu- 
lated and “cold” femoral hernias, with satisfactory 
immediate results. Time will tell whether the late results 
are as good, but as a surgical procedure it seems to be 
more satisfactory both in theory and in actual practice 
than the usual method of repair, particularly in the gross 
or recurrent case. 


It might be added that it has been used with equal 
Satisfaction in conjunction with Hey Groves’s excellent 
modification of the operation. 


D. LANG STEVENSON, F.R.C.S.Ed., 


Resident Surgical Officer, Smithdown Road 
Hospital, Liverpool. 


Obstruction following Gastrectomy 


Following gastrectomy it is usual to warn the patient to 
take small meals and to chew well, but the following 
possible result of disregarding this advice may not be 
widely known. 

Case REPORT 


In March, 1936, a Polya-Balfour type of subtotal gastrec- 
tomy, with removal of the first part of the duodenum, was 
carried out on a man aged 43. This was done on account 
of a chronic duodenal ulcer, which had failed to respond to 
thorough medical treatment, and which was associated with a 
hyperchlorhydria. Some three months after operation the 
patient returned to heavy manual work, and was free from all 
symptoms until October 30, 1939. On that day he was seized 
with acute colicky pain in the lower abdomen, and he vomited. 


He was admitted to hospital some ten hours later, and exam- 
ination pointed to a small bowel obstruction. A laparotomy 
was carried out, and a mass was found in the small bowel some 
six inches above the ileo-caecal valve. The bowel above this 
point was dilated. It was not found possible either to break 
up the mass or to pass it on into the caecum, and so the smail 
bowel was opened, and it was removed. Recovery was un- 
interrupted. 

On examination the cause of the obstruction proved to 
consist of three sections of a very “ pithy ” orange, which had 
evidently escaped any serious attempt at mastication. 


Chesterfield. MILWARD, M.Ch., F.R.C.S. 


For the year ending March 31, 1939, the total net receipts 
for medical stamp duty paid in England, Wales, and Scotland 
amounted to £725,640, a reduction of about £7,000 on the 
previous year and the lowest since 1934-5. There was a 


further increase in the number of licences issued, the total - 


being 167,371 (163.959 in the previous twelve months), show- 
ing a net return of £41,852. 
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Reviews 


DISEASES OF THE NERVOUS SYSTEM 


Neurology. By S. A. Kinnier Wilson, M.A., M.D., 
D.Sc., F.R.C.P. Edited by A. Ninian Bruce, F.R.C.P.Ed.. 
D.Sc., M.D., F.R.S.Ed. In two volumes. (Pp. 1,838, with 
332 illustrations and 15 plates. £4 4s. net the set.) 
London: Edward Arnold and Co. 1940. 


S. A. Kinnier Wilson had devoted much of his spare time 
during the last ten years of his life to collecting the 
material, cataloguing the references, preparing the illustra- 
tions, and writing the manuscript for these two volumes. 
His untimely death, when still at the height of his powers, 
was a calamity, for his magnum opus, as he regarded it, 
had not reached the hands of the publishers. The thanks 
of the neurological world are due to Dr. Ninian Bruce 
for editing the work and adding to and corroborating the 
references, a task which must have entailed the expenditure 
of an immense amount of time and labour. 


“ Fortunately,” writes the editor in his foreword, “ there 
were found among his papers full particulars how he had 
planned the book to appear. These have been carefully and 
scrupulously followed, and it is felt that in its present form 
it is as Dr. Wilson himself would have approved. The text 
has been unaltered, the arrangement of the chapters is as 
arranged by him, and those who knew his work will recognize 
many of his own special peculiarities of expression and _ his 
love for coining new words, as well as his special ability to 
express his individual views and opinions with clarity and 
conciseness. Dr. Wilson possessed an encyclopaedic mind, 
he read anything he could find about any subject which 
attracted his interest at the time, and he seemed to have the 
special gift of remembering anything he ever read. The book 
thus appears to all extents unaltered as it left Dr. Wilson’s 
pen. At an early stage, however, it was found that the 
references to the literature in the earlier chapters of the book 
were not fully up to date, and as it was important that these 
should be so the necessary additions to the references have 
been added. This has involved a certain delay in publica- 
tion, but it has led to a thoroughly up-to-date work, and 
undoubtedly Dr. Wilson would have added them himself 
before he was satisfied with what he had done. The illustra- 
tions had all been collected by Dr. Wilson for many years, 
and those present here are all chosen from those set aside 
by him for the book.” 


This treatise, the work of one of the most distinguished 
neurologists of his time, presents the reader with an 
exhaustive account of our knowledge of the diseases and 
disorders of the nervous system as it stands to-day. Nor 
are these volumes a mere compilation, for they are replete 
with the author’s personal observations and wide clinical 
experience. An authoritative treatise such as this, which 
would do justice to the British School of Neurology, 
was called for. Nothing on such an ambitious scale 
has appeared since the classical Manual of Gowers, 
the last edition of which was published more than forty 
years ago. 

It has been customary for the authors of textbooks on 
neurology to introduce the subject with a general section 
in which the applied anatomy and physiology, and the 
precise significance of symptoms and physical signs, are 
Separately considered. But Wilson, who was never tied 
down by the bonds of convention, has dispensed with a 
general section and treated the problems as they arise in 
direct relation to their appropriate context. Nor is a 


section of the kind necessary in a work, written for the 


expert and complete in itself, the aim of which is to 
present the available information which has a direct 
bearing upon the aetiology, pathology, diagnosis, prognosis, 
and treatment of individual diseases. 

The outlook and horizon of the neurologist have changed 
with the advance of knowledge. At one time the neuron 
was his unit of thought; later the reflex arc, a physio- 
logical conception, replaced its anatomical counterpart. 
An intimate acquaintance with the arrangement and 
grouping of nerve tracts, and with the effects which result 
from disturbance in their function, is as important to-day 
as ever it was, but of late attention has become focused 
more and more upon the underlying pathological pro- 
cesses, which are either directly or indirectly responsible 
for disease, and the nature of the determining aetiological 
factors. 

Classification necessarily changes as new information 
accumulates. Time was when it was customary to group 
the diseases of the nervous system under the diseases of 
the brain, spinal cord, peripheral nerves, general diseases, 
and functional disorders. This arrangement has been 
varied of recent years, and categories introduced corre- 
sponding to neuron grouping, pathological appearances, 
and aetiological determinants. But a mixed classification, 
though necessary when knowledge is incomplete, is both 
unscientific and unsatisfactory. Aetiology admittedly 
constitutes the ideal basis for the classification of disease, 
and Wilson has advanced a pure aetiological terminology 
for the classification of the organic diseases which, while it 
may be open to criticism—for some of thé definitions are 
of necessity cumbersome—aims at the ideal and is conse- 
quently welcome. He groups the diseases of the nervous 
system under ten headings, which, if one abbreviates the 
elaborate explanatory designations, may be crudely 
expressed as follows: 1, inflammations ; 2, special forms 
of inflammation ; 3, poisons : 4, degenerations ; 5, vascular 
disorders ; 6, tumours: 7, metabolic and deficiency dis- 
orders ; 8, congenital anomalies ; 9, diseases of uncertain 
origin ; and 10, the neuroses. 

Wilson was a great clinician and a very attractive 
writer ; his descriptions, as was only to be expected, are 
admirable. The illustrations, which are numerous 
throughout the text, are excellent. That the section upon 
the neuroses is comparatively brief is to be regretted, for 
this is a field in which the author held original and inter- 
esting, if at times somewhat unorthodox, views. It may 
be, indeed it is probable, that his intention had been to 
elaborate and add extensively to what he had written. 
As it is his remarks are confined to certain syndromes 
which are described under the headings “ motor neuroses,” 
“sensory neuroses,” and “reflex neuroses.” Here he 
utilizes “an  anatomo-physiological classification for 
purposes of description. . . . The scheme submitted has 
reference solely to the symptomatic aspect of the states 
concerned, and leaves causation aside owing to its 
obscurity.” 

The bibliography is a striking feature of Neurology. 
Concise and pertinent references are inserted at the foot 
of the corresponding pages, and no fewer than 120 pages 
are devoted to an authors’ index in which the subject of 
his various contributions, referred to in the text, are 
specifically mentioned under the author’s name. 


Neurology is the most complete account of the diseases 
of the nervous system in the English language ; as a work 
of reference it is upique in our literature and indispensable. 


EDWIN BRAMWELL. 
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CATARRHAL TOXICOSIS 


Die Katarrh-Infektion als Chronische Allgemein-erkran- 
kung. By Dr. med. K. v. Neergaard. (Pp. 285; 24 
figures.) Dresden: Theodor Steinkopff. 


The study of microbiology has gone far in elucidating 
the whole mechanism of many severe infections and in 
bringing them at least within the possibility of control. 
For certain much commoner, ones, rarely lethal but with 
a high nuisance value, it has done comparatively little, 
and among these the most important are acute and 
chronic catarrhs and the various manifestations of rheu- 
matism, using this word in its widest sense. They 
account for a vast proportion of all illness, and, generally 
speaking, we do not really understand them at all. We 
can state precisely the factors which determine immunity 
to or an attack of diphtheria, typhoid fever, or small- 
pox; but, pace the “ virologists,” we do not know why 
some people get colds and others do not, why many cases 
of chronic catarrh of the air passages persist, nor the 
causes of most varieties of arthritis and “ fibrositis” (if, 
indeed, this lesion really exists often enough to justify the 
use of the word). Anyone who takes these two large 
classes of ailment, and evolves a hypothesis unifying them 
as a single disease, therefore demands a hearing for the 
very boldness of his effort as well as for the immense 
importance of his thesis, even if it should be only partially 
true. This is what K. v. Neergaard of Zurich has done 
in a book whose title may be freely translated into 
“ Catarrh as a Chronic Systemic Disease.” His thesis, in 
short, is that acute catarrh of the upper air passages is 
the first and local manifestation, analogous to the chancre 
in syphilis, of a general systemic infection, in the subse- 
quent progress of which “allergic” or “toxic” features 
may predominate, the localization of which in other parts 
of the body gives rise to the various forms of rheuma- 
tism and possibly other conditions besides. This idea is 
supported by many pages of argument from the work of 
others (there is a bibliography of 614 items), by numerous 
clinical observations, but by no laboratory data other than 
a brief account of particles in the form of micro-organ- 
isms which are said to be present invariably in human 
blood. Conclusions on the subject of therapy give a feel- 
ing of anticlimax, since the revolutionary ideas which 
have gone before seem not to be translatable into any 
novel useful action ; climatic and physical treatment are 
given first place, and prophylaxis depends on avoiding 
overcrowded rooms and wet feet. 

This book makes very heavy reading, and parts of it 
are almost meaningless unless one accepts the full German 
doctrine of allergy as expounded by such authors as 
Klinge and Réssle. It builds too large a structure of 
theory on too slender and vague a basis of fact. But it 
contains a bold and far-reaching idea, the study of which 
can enter into the daily work of anyone in practice, and 
to that extent commands attention. 


DISEASES OF THE FOOT 


Diseases of the Foot. By Emil D. W. Hauser, M.S., M.D. 
With a foreword by Sumner L. Koch, M.D. (Pp. 472; 
263 illustrations (some in colours). 27s. 6d. net.) Phila- 
delphia and London: W. B. Saunders Company. 1939. 


Since Morton in the United States and Norman Lake in 
this country published their books upon the foot in 1935 
the subject appears to have become a popular one, and 
the output of volumes devoted entirely to diseases of the 
foot is steadily increasing. The plea so commonly used in 
the preface of such books is repeated in Diseases of the 


Foot by Hauser, but this time in the foreword by Sumner 
Koch, who says: “ Most of us would agree that in the 
majority of medical schools the most neglected subject 
is the foot. Lack of time, lack of interest, too often lack 
of expert knowledge and experience make it inevitable 
that the foot and its. disorders should be shoved into the 
background.” It would seem that the glut of books now 
appearing on the subject will soon remedy this defect, 
and future authors will be compelled to find some other 
reason for the publication of their works. 

The present volume covers all diseases of the foot in 
a fairly complete way, and we have failed to find any 
condition omitted which was not so rare as to be of 
academic interest only. Part of the introductory chapter 
deals with the “comparative anatomy,” or rather the 
evolution, of the foot, but as it is contained within ten 
pages, a large part of which is occupied by illustrations, 
we cannot feel that this subject has been given the con- 
sideration which its importance to the understanding of 
many foot disorders warrants. After all, the major part 
of Morton’s excellent book is devoted to this aspect, and 
Lake’s more general treatise devotes a long chapter 
entirely to it, both evidently regarding it as of primary 
significance to the aetiological study of foot troubles. On 
the whole the aetiological paragraphs in this volume are 
rather unsatisfactory, and although in a book of American 
origin we naturally expect more attention to be paid to 
the writings and ideas of the author’s fellow countrymen, 
there are many chapters in which it would have been of 
advantage to give rather more recognition to ideas origin- 
ating in this country. 

In the discussion on flat-foot and certain other con- 
ditions the author uses the clumsy term “ functional 
decompensation,’ the exact nature of which is not made 
clear, although it appears to be applied where undue 
strain falls upon tissues unable, either structurally or 
functionaily, to sustain it. It is difficult to see how the 
use of the word “ compensation ” arose in this connexion, 
and we feel quite sure that A. P. H. would have been 
delighted to have had “decompensation” in his “ word 
war.” There are other small points of criticism which 
might be added: for instance, sympathectomy is not men- 
tioned in the treatment of thrombo-angiitis obliterans, 
although it is rightly condemned in arteriosclerotic 
ischaemia; and in the illustration purporting to show 
the improvement of stance when a weight is carried on 
the head it is clear that in the “improved” position all 
the body weight is falling on to the anterior metatarsal 
region, the very condition which leads to foot strain and 
splay. But such minor criticisms do not detract from the 
general character of the work, which is excellently pro- 
duced. The illustrations are of a very high standard and 
the coloured plates are among the best we have seen. 
Probably this accounts for the price of the book. 


PHYSIOLOGY IN RELATION TO MEDICINE 


The Physiological Basis of Medical Practice. By 
Charles Herbert Best, M.A., M.D., D.Sc.,  F.R.S., 
F.R.C.P.Canada, and Norman Burke Taylor, M.D., 
F.R.S.Canada, F.R.C.S.Ed., F.R.C.P.Canada, M.R.C.S., 
L.R.C.P. A University of Toronto Text in Applied 
Physiology. Second edition. (Pp. 1,872: 497. illustra- 
tions. 55s.) London: Bailli¢re, Tindall and Cox. 1939. 


The appreciative welcome we gave to the first edition of 
Professors Best and Taylor’s book (Journal, 1937, 2, 662) 
has evidently been shared by many, for after being re- 
printed four times in two years a new and revised edition 
has been called for. In the earlier edition the physiology 
of the special senses was omitted, the authors feeling, 
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rather surprisingly, that this subject did not fit into their - 


general scheme of bringing physiological principles into 
more intimate relation with problems at the bedside. 
They have now thought better of this, however, and 
have added a valuable section on the special senses, This 
has of necessity increased the length of the book by some 
200 pages, despite attempts at compression elsewhere. 
We certainly feel that a textbook of physiology contain- 
ing no reference to the special senses is incomplete, for 
they are so closely related to many clinical problems.  !t 
would be ungenerous to pick out the section on the 
oxidizing systems of living cells as one which in com- 
parison is still rather remote from such problems, for it 
has been carefully revised by Dr. A. M. Wynne and 
contains in a comparatively small compass the best 
résumé of this complex and rapidly growing aspect of 
biochemistry we have met. Another addition we note is 
an account of the electro-encephalogram, with suggestions 
as to its diagnostic value. We can hardly suppose that 
the average student can possibly assimilate all the know- 
ledge contained in this work, but as a really adequate 
reference book on the present position of physiology in 
relation to medicine it deserves high praise, and will 
doubtless continue its success in its revised form. 


ANATOMY AND PHYSIOLOGY FOR THE 
LAYMAN 


Physiology and Anatomy. With Chapters on Common 
Diseases and Accidents and a List of Common Medical 
Terms. By Harold Gardiner, M.S., F.R.C.S. (Pp. 414; 
62 figures. 10s. 6d. net.) London: Sir Isaac Pitman and 
Sons. 1939, 


Many laymen, especially solicitors and insurance officials 
who have to deal with claims for personal injury and 
disease, engage in a constant struggle with medical ideas 
and terminology. They can find very little help except 
years of experience. This is probably the first book of 
any size that has been written with their special needs in 
view. Dr. Gardiner, as an insurance practitioner of 
many years standing and examiner to the Chartered 
Insurance Institute, is well acquainted with the need for 
such a mediating work, and he has borne in mind also 
the requirements of those who, like insurance students, 
must know something about medicine for their examina- 
tion. The first of the two sections deals with the elements 
of anatomy and physiology; the second gives a_ brief 
account of common diseases and accidents, with the cause, 
main symptoms, complications, and duration of disability 
in each. In the first section the physiology of each 
system of the body follows the account of its anatomy— 
an unusual but sensible arrangement, obeying the truth 
that the two sciences are really one and ought never to be 
separated. The second section is divided according to the 
systems of the body, and in each chapter the diseases 
affecting the system under review are arranged in alpha- 
betical order. Reference is also facilitated by a very full 
index. A useful glossary of medical language has been 
added, with cross-references to the text. 

It has obviously been impossible to avoid the use of 
technical terms, but many of these are explained by notes. 
Needless to say, industrial diseases are fully dealt with. 
Apart from its obvious practical value, this book has great 
social significance in its contribution to a most necessary 
development: the bringing together of medical and legal 
workers who meet each other in their everyday occupa- 
tions and whose knowledge of each other’s point of view 
is so necessary and at present so scanty. 


Notes on Books 


It is forty-eight years since Sir Wittiam Hare-Waite’s 
Materia Medica, Pharmacy, Pharmacology and Therapeutics 
first appeared, and he gave up the task of revision after the 
nineteenth edition in 1927. Thenceforward» Dr. A_ H. 
DoutHwaltTE has carried on the work, thus retaining the link 
with Guy’s Hospital. A twenty-fourth edition (making the 
120th thousand) has now been published by J. and A. Churchill 
at the price of 12s. 6d. Dr. Douthwaite explains in his 
preface that in the two years since the last edition such strides 
have been made in the production of potent drugs that the 
book has had to be subjected to critical revision. .To make 
room for new matter the sections on physical properties of 
crude drugs have been cut down with a firm hand. The main 
additions to the book are the sulphonamides, the oestrogens, 
corpus luteum hormones, the androgens, heparin, nicotinic 
acid, and the stable derivatives of choline. Dr. P. M. F. 
Bishop has helped in the highly complex subject of sex 
hormones. 


Dr. L. K. Mitra has added to the list of books on this 
subject with his Modern Technique in Infant Feeding, but the 
addition is fully justified, for he is writing for a new circle 
of readers, and he has taken Western ideas and methods and 
adapted them to the local conditions and customs of the East. 
The book is published by the Child’s Clinic, 10, Chowringhee 
Road, Calcutta. 


Preparations and Appliances 


A RETRACTOR STAND 
Dr. F. R. PARAKH (Bombay) writes: 


The instrument stand shown in the accompanying figure 
has been made for me by Powells Ltd., surgical instrument 
makers, Bombay. It is intended for use at deep pelvic and 
other abdominal operations. From an extensive experience 
of such operations, requiring a firm hold and a large field of 
vision, I have found this retractor stand useful and efficient, 
and it dispenses with the services of a third assistant holding 
a retractor. 


There is already in the market a stand which is placed 
between the legs of the patient, but in actual use ] have found 
this unsatisfactory in several ways. For instance, it greatly 
interferes with the proper arrangement of sterilized towels, and 
causes unnecessary pressure on the patient’s genitalia. It also 
prevents the passing of a catheter or other rectal or vaginal 
instrument often required during the course of an operation. 
The “ stand” I have made does away with all these difficulties 
and greatly facilitates surgical manceuvres. 
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WEIL’S DISEASE 


It is now generally agreed that Weil’s disease is pre- 
dominantly an occupational disease attacking those 
who work in rat-infested places, especially in occupa- 
tions in which minor injuries and abrasions are 
common. A high percentage of rats harbour the 
causal organism, Leptospira icterohaemorrhagiae, 
which is passed in large numbers in their urine and 
gains entrance to man either through skin abrasions or 
through the mucous membranes. In a paper on Weil’s 
disease in the north-east of Scotland, Davidson and 
Smith’ stated that of 104 cases in Aberdeen ninety- 
eight occurred among workers in the fish-curing yards. 
Outbreaks of the disease have also been described in 
Great Britain among coal-miners, sewer workers, tripe- 
dressers, and farm workers, and because of this close 
association with certain occupations the disease has 
assumed legal importance under the Workmen’s Com- 
pensation Act. Infection may also follow immersion 
or even a bathe in contaminated water; the first 
recognized infection acquired in this country followed 
a fall into the Thames, and accidental immersion in 
certain canals in Holland is the commonest cause of 
infection in that country. Cases were also found among 
the armies of both sides during the war of 1914-18, 
wet, rat-infested trenches being favourable to infection. 

It is now recognized that infection may occur under 
a number of guises ranging from the classical attacks 
with jaundice to symptomless infections only revealed 
in retrospect by serological tests. When jaundice is 
absent the headache and muscular pains may pass 
clinically for influenza, while in other cases the pre- 
dominant signs may suggest bronchitis, pneumonia, 
meningitis, or some intra-abdominal condition. An 
early and accurate diagnosis is important, because the 
sooner specific serum treatment is started the greater 
the probability of its success. Valuable diagnostic 
points, especially if there is a chance that the patient 
has been in direct contact with material soiled by rats, 
are the severe generalized muscular pains, the injec- 
tion of the eyes, and the high polymorphonuclear 
leucocytosis. It is not necessary for jaundice to be 
present before a diagnosis of Weil’s disease can be 
made ; more than half the cases run their course with- 
out becoming jaundiced. As MacArthur has expressed 
it, jaundice is no more necessary for the diagnosis 
of Weil’s disease than is a rash for the diagnosis of 
typhoid. The polymorphonuclear leucocytosis is of 
interest in clinical differential diagnosis and may help 
in excluding conditions such as influenza or typhoid 
in the early stages. It is also in sharp contrast to the 
leucopenia with relative lymphocytosis found in infec- 


1 British Medical Journal, 1939, 2, 753. 
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tive hepatitis or epidemic catarrhal jaundice, which 
recent observations by Findlay, MacCallum, and 
Murgatroyd’ suggest is a virus infection. The final 
diagnosis of Weil’s disease depends, however, on 
specific tests. During the first week of the disease the 
presence of the causal organism may be demonstrated 
in the blood, usually by guinea-pig inoculation or by 
culture ; later, leptospirae may be found in the urine. 
The delay associated with such methods is a disadvan- 
tage, and in routine practice the diagnosis is most 
conveniently made by agglutination or adhesion tests. 
Immune bodies first become detectable in the blood 
about the fourth or fifth day of the disease, while in 
the second week titres of 1 in 30,000 or more may 
be obtained. The results of such tests can be avail- 
able within a few hours of taking the blood, the pre- 
sumptive test recently described by Brown® with the 
rocking slide giving a result within fifteen minutes of 
receipt of the serum. Although the agglutination test 
is of the utmost value, Brown and Broom,* who have 
had considerable experience with it at the Wellcome 
Bureau of Scientific Research, point out that there may 
be sudden variations in agglutinability of the antigens 
used, and that very occasionally sera are encountered 
giving pseudo but false positive reactions. They 
suggest, therefore, that tests should only be carried 
out at laboratories where the idiosyncrasies of the anti- 
gens are well known. There are, of course, a number 
of leptospiral infections whith attack man, and _ these 
have been discussed by Walch-Sorgdrager.° So far, 
however, the infections in this country seem to be 
confined to strains of L. icterohaemorrhagiae, although 
Ferguson stated that a serum obtained in Glasgow 


gave a suspicious reaction with a strain of L. canicola. 


The risk of infection to any person who may come 
in contact with the urine of a patient suffering from 
Weil’s disease must be borne in mind. Occasionally 
leptospirae are passed in the urine far into con- 
valescence, with or without manifest relapse, but long 
chronic cases are relatively rare. Murgatroyd® has 
reported an unusual case presenting the picture of a 
chronic progressive meningitis, in which he demon- 
strated leptospirae not only in the urine but also in 
the cerebrospinal fluid many months from the onset of 
the disease. 

In the treatment of Weil’s disease chemotherapy has 
met with no practical success, and it is generally agreed 
that anti-leptospiral serum should be used as early as 
possible. Doses of 10 to 20 c.cm. may be inadequate 
and repeated doses up to totals of 200 or more c.cm. 
may be indicated. Vaccination has been suggested 
from time to time for those persons especially exposed 
to risk, and Wani,’ Mayima,* and Tsurumi’ seem to 
think this procedure has been effective in reducing the 
incidence of the disease in Japan. Walch-Sorgdrager 
also states that of twenty persons vaccinated in 
Amsterdam eighteen developed positive agglutination 
titres of 1 in 100 or more; reactions following the 


2 Trans, roy. Soc. trop. Med. Hyg., 1939, 32, 575. 
% British Medical Journal, 1939, 2, 1183. 

4Ibid., 1939, 1, 1178. 

®* Bull. Hith. Org. L. o. N., 1939, 8, 144. 

© British Medical Journal, 1937, 1, 7. 

7 Z. ImmunForsch., 1933, 79, 1. 

® Quoted: Bull. Hlth, Org, L. o. N., 1939, 8, 342. 
* Bull. Off. int. Hyg. publ., 1934, 26, 1763. 
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injections were variable but not serious. Two, whose 
titres were 1 in 300 a week after finishing vaccination, 
were tested again nine months later, and the titres were 
then found to have fallen to 1 in 100 and 1 in 10 
respectively. Nevertheless, the experiment seems prom- 
ising enough to suggest that in certain circumstances 
vaccination may be worth further investigation. 


THE LONDON SCHOOL CHILD 


Some hard things were said in reception areas last Sep- 
tember about the condition of a number of London 
school children for whom billets had to be provided. 
It was said that very much was wanting in the way 
of cleanliness and of nutrition, and those are, of course, 
two of the great indices of social welfare. No 
doubt the relatively few children who were verminous 
or ill fed attracted an attention out of all proportion 
to their numbers. The annual report of the School 
Medical Officer to the London County Council for 
1938,' the last for which Sir Frederick Menzies is 
entirely responsible, puts this matter in its perspective, 
though it does not, of course, refer to the evacuation, 
which did not take place until the late summer of 1939. 
The London school child is at any rate much cleaner 
than he used to be. In the three statutory age groups 
for medical examination of school children the propor- 
tion found free from any trace of vermin in the hair 
was 97.7 per cent. For some years the condition of 
the hair of 12-year-old girls has been taken as the 
criterion of cleanliness. In 1913 only 67.2 per cent. 
were found free from all traces of vermin, and the 


figure has risen continually, until in 1938 it was 96.5 


per cent. The L.C.C. also examines children during 
the term before they would normally leave school, and 
here again of the “leaver” group, which consisted 
of 42,000 children, 98.6 per cent. of the boys and 
97.1 per cent. of the girls had perfectly clean heads. 
It is rare for the school doctor to find a child actually 
infested with body vermin—a condition which 3 or 4 
per cent. of elementary school children exhibited in 
the early days of medical inspection. In 1938 only 
about one child in 1,500 was infested in that way. 
Some increase was found in the number of children 
suffering from scabies and impetigo, and the difficulty 
of dealing with scabies is considerable because, while 
school children can be, and are, inspected, the disease, 
which is very contagious, affects older and younger 
members of the family whom inspection cannot reach. 
New cases of ringworm of the scalp, which fifteen 
years ago numbered about 1,000 in the annual inspec- 
tions, numbered fewer than 200 in the year under 
review. Malnutrition among London school children is 
as rare as serious uncleanliness—something over 6 per 
cent. are classed as subnormal, and a minute number, 
only“ 100 out of 170,000 examined, as “bad.” The 
high standard of general health, the almost complete 
disappearance of rickets as a crippling disease, the 
improvement in the death rate, the small incidence of 
tuberculosis—all disprove the existence of any serious 
* Report of the School Medical Officer (London County Council) for ihe 


Year 1938. London: P. S. King and Son, Ltd., 14, Great Smith Street, 
S.W.1. Cs. 6d. ; post free 1s. 8d.) 


amount of malnutrition. There are, of course, partial 
deficiencies in specific ingredients in the dietaries 
of the people, which are with difficulty made up, 
especially during the winter months. “It is vitamin 
hunger” [we quote from the report] “due to such 
deficiencies which causes the city man to take his 
family annually to the seaside, sets the schoolboy rob- 
bing the farmer’s orchard, drives the indigenous popu- 
Jation of the East End en masse to the hop gardens of 
Kent, and which sent our Viking ancestors foraging 
and pillaging in the southlands.” Perhaps on_ this 
showing it might be argued by some learned sociologist 
that at bottom it is vitamin hunger which has brought 
devastation to parts of Northern and Central Europe. 
The report gives an interesting account of a controlled 
experiment with the “Oslo breakfast” or “ health 
dinner” at a centre in Mile End, to which references 
have been made lately in these columns.* In London 
it was not a breakfast but a midday cold meal of 
protective foods, consisting of unskimmed milk, 
wholemeal bread, butter, a bland cheese, and fruit or 
raw carrot; rather different from the Oslo ingredients, 
but probably much the same in vitamin value. The 
children gained in height and weight over a control 
group, and a striking improvement was noticed in their 
complexions, with the disappearance of minor ail- 
ments, particularly of blepharitis. 


DESOXYCORTICOSTERONE 


Recently in these columns* we commented on the newly 
discovered synthetic compound  desoxycorticosterone 
acetate (or D.O.C.A.), which is able to replace in the 
animal organism the natural hormones of the adrenal 
gland. Preliminary reports on the efficacy of this sub- 
stance in human Addison’s disease were encouraging, and 
fresh evidence of this strengthens early clinical impres- 
sions. It would appear that the best method of obtaining 
the full therapeutic benefit from desoxycorticosterone is 
by subcutaneous implantation of sterile compressed tablets. 
The slow disintegration which occurs provides a steady 
supply of the hormone to the organism without the need 
for repeated intramuscular injections and without any 
unpleasant local reactions. Thorn, Howard, Emerson, 
and Firor,* in using this treatment in Addison’s disease, 
found by removing tablets previously implanted and re- 
weighing them that tablets of 50 to 150 mg. are absorbed 
at a fairly steady rate of 0.25 to 0.35 mg. each a day. 
This information provides a valuable means of controlling 
the dosage to suit the optimum needs of individual cases. 
Before attempting the therapeutic implantation of tablets 
Thorn and his colleagues first determined for each case 
the optimum maintenance dose of desoxycorticosterone 
injected daily in oily solution. When this is known it is 
possible to implant an appropriate number of pellets of 
approximately standard size, calculated to yield during 
their slow disintegration an adequate supply of the sub- 
stance. In practice it appears that from 30 to 50 per 
cent. less is needed when absorption is steady than when 
desoxycorticosterone is given in single daily injections. 
The number of tablets implanted at one time varied from 
four to seven, and the daily dose yielded by their dis- 
integration from 1.3 to 2.5 mg. In this way Thorn and 


2Sce British Medical Journal, February 3, 1940, p. 178: ** Food and 
Nutrition of Children ’’ ; and February 24, p. 306: ** The Health Sandwich.” 

% British Medical Journal, 1939, 1, 986. 

4 Johns Hopk. Hosp. Bull., 1939, 339. 
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his co-workers have treated six cases of Addison’s disease 
so effectively that five of the patients have been able to 
return to their normal daily occupations. The sixth 
patient, though much improved, was handicapped by 
having an active tuberculous lesion in the kidney. It is 
expected that each tablet insertion will maintain the 
patient for about six months. The daily requirements of 
desoxycorticosterone in this series of cases are surprisingly 
small. Other workers have used much larger doses by 
daily injection. Ferrebee, Ragan, Atchley, and Loeb,’ for 
instance, have given doses of 10 to 25 mg. a day, but their 
experiences suggest that there may be real danger of over- 
dosage in some cases. Ten-out of their thirteen patients 
developed oedema, varying from a transient and mild puffi- 
ness of face and ankles to a massive anasarca. In three of 
the cases there were severe respiratory distress, tightness 
of the chest, pulmonary congestion, and decrease in vital 
capacity, and in two these symptoms were accompanied by 
severe cardiac dilatation with signs of congestive failure, 
the venous pressure rising in one to 250 mm. of water. 
These alarming symptoms responded as a rule to restriction 
of fluid and salt, but in two cases they did not, and the 
patients eventually died. Such complications, though 
apparently caused by this therapy, are not closely related 
to the intensity of dosage, and it is noteworthy that the 
most severe cardiac failure was in a patient receiving only 
15 mg. of desoxycorticosterone every second day. It is 
well recognized that the synthetic compound, like the 
naturally occurring adrenal hormone, causes a marked 
retention of sodium and chlorine in the body, and so 
retention of water. If this retention becomes excessive, 
oedema and finally anasarca are likely to develop, but the 
careful chemical investigations of Loeb and his associates 
suggest that the severe complications in their cases are not 
so easily explained. But whatever the true explanation is, 
it is clear that Loeb and his collaborators are right in 
advising caution in giving desoxycorticosterone in even 
moderately large doses to cases of Addison’s disease. It 
is of interest to recall that somewhat comparable ill effects 
on the heart may result from the too enthusiastic treatment 
with thyroid of severe myxoedema. It is, however, by 
no means clear why these workers should have found 
such a high incidence of complications compared with 
the published experiences of other investigators. One may 
hope that the method of tablet implantation, with its 
smaller and more uniform dosage, will greatly reduce the 
incidence of such ill effects, and further information on 
this point will be awaited with interest. 


ORTHOPTICS 


The practice of orthoptics, or what might be termed the 
educational treatment of squint of the eyes of children, 
has now been recognized by the Board of Registration 
of Medical Auxiliaries. The members of this group are 
combined in the British Orthoptic Society. The society 
has published the first annual issue of the British Orthoptic 
Journal,’ in which there is much of interest. It is a well- 
produced journal and reflects distinct credit upon its 
editorial staff, of which Miss Sheila Mayou is the chief. 
Both her name and that of the president of the society, 
formerly Miss Maddox, are names that are well known 
to ophthalmic surgeons through the work of their fathers. 
There is a short paper on the history of orthoptic treat- 
ment by Mr. C. L. Gillett, which is an excellent summary 


- Of the phases through which this work has gone. Perhaps 


* J. Amer. med. Ass., 1939, 113, 1725. 
* The British Orthoptic Journal, No. 1, Wilding and Son, Ltd., Shrewsbury, 
1939. (Price 5s. ; 5s. 6d. post free.) 


the most interesting paper in the issue is that by Wing 
Commander Livingstone on the “Approach to the 
Phorias.” It is the condensed report of five lectures 
given at the Royal Westminster Ophthalmic Hospital. 
They express his personal views acquired over some 
eighteen years of work. They are full of original thought 
and observations, and well worthy of study. 


WARTIME SURGERY IN FINLAND 


One of the first foreign ambulance units to reach Finland 
after the outbreak of its war with Russia was the team of 
twenty-nine which left Oslg on December 30 under the 
leadership of the Norwegian surgeon, Professor Johan 
Holst. This unit was financed by Foreningen Norden 
and the Norwegian Red Cross. The team included 
several surgeons, some of whom were old campaigners, 
Professor Holst, for example, had seen active service as a 
surgeon in the last war and in Finland’s war of liberation 
in 1918. To secure continuity of service the arrangement 
was mace that the personnel should be changed every six 
weeks. In his report’ on his experiences in Finland 
Professor Holst points out that he and his staff were in 
full agreement on the three following principles: (1) The 
utmost use must be made of personnel and material ; with 
one ambulance team replacing another every six weeks 
work can be carried on uninterruptedly. (2) Everyone 
must confine his or her activities to the special tasks 
allotted ; time and energy must not be wasted on unskilled 
work. (3) The war hospital which is isolated will receive 
its wounded too late. Professor Holst amplifies this third 
principle by relating in detail what happened to his unit. 
It was allotted as a base hospital a partially evacuated 
tuberculosis sanatorium. Soon after settling in here, Pre- 
fessor Holst pushed forward with some of his staff and 
supplies to an old rectory much nearer the front. Here 
he established a field hospital in which 150 patients could 
be treated at a time. Close to the rectory he set up two 
annexes, with 100 and 75 beds respectively, for light cases 
requiring only minor surgery and the changing of dress- 
ings. Professor Holst emphasizes that the leader of an 


ambulance unit should master the main features of the 


military situation and establish friendly and intimate con- 
tact with the Army authorities in whose sphere -of activi- 
ties he is expected to operate. Only by so doing can he 
obtain the information necessary for the treatment and 
transport of the wounded. Professor Holst joined the 
staff of the Finnish Army Corps in his.“ medical area,” 
and conferred with the heads of various services with 
regard to his future actions. It was as a result of these 
conferences that he established a field hospital 210 kilo- 
metres away from his base. For about a week this field 
hospital stood empty, and the only casualties were 
wounded civilians, victims of air attacks. At the end of 
this week the anticipated rush came ; in six days the hos- 
pital was filled and emptied again four times. The opera- 
ting theatre and the motor ambulances worked at high 
pressure, giving proof of the efficacy of the relay system 
referred to in the first of Professor Holst’s principles. 
Certain criticisms were inevitable. Though this was an 
advanced field hospital the patients were not, as a rule, 
admitted early enough for the execution of rational 
“primary, surgical wound treatment.” The long and dif- 
ficult transport of the wounded from the firing line was 
partly to blame. But what-was perhaps even worse was 
the faulty disposition of the advanced medical services. 
To secure casualties earlier, Professor Holst, or one of his 


assistants, went in person by night to the advanced stations, 


1 Norges Réde Kors Maanedstidsskrift, February, 1940. 
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where they studied various problems with their Finnish 
colleagues. In this way intimate co-operation between 
the different elements of the medical services in the field 
was established, and the foreign surgeons learnt to appre- 
ciate the marvellous skill with which the Finns were coping 
with the transport of the wounded across wild country. 
Professor Holst used to drive by sleigh at night through 
the woods till he reached Finnish units established in the 
rear of the Russian forces. When a casualty occurred 
among these units the first vehicle used was the “ pulk,” 
which brought the wounded soldier to a large tent, 
warmed by a stove or two. Here he was given first aid. 
The next stage of his transport was by sleigh, which 
carried him to the nearest motor road, where a motor 
ambulance would take charge of him. Many of the 
wounded were killed on their way to hospital by Russian 
patrols. One of these patrols accounted for two motor 
ambulances before it was silenced. 


= 


TREATMENT OF THREADWORMS 


In a recent contribution’ from the United States Public 
Health Service on threadworm infection, W. H. Wright, 
F. J. Brady, and J. Bozicevich have controlled their 
observations on various methods of treatment by a special 
method of swabbing, the aim being to secure seven con- 
secutive negative swabs daily after treatment of each case. 
Careful tests with santonin given in a single dose every 
day for ten days showed that nine out of twenty patients 
still had positive swabs after this course. Taking various 
factors into consideration, the authors regard santonin as 
unsatisfactory because when used for treatment of thread- 
worms in a small community (family or school) it still 
leaves too many infected individuals. A series of care- 
fully controlled tests were made with hexylresorcinol, 
administered as an enema in a 1 in 2,000 solution imme- 
diately after an evacuation brought about by,.an ordinary 
soap-and-water enema. A quart of the hexylresorcinol 
solution was given to adults and as much as could be 
retained to children. To get satisfactory results it was 
found that at least ten enemas given over a period of 
three weeks were necessary ; negative post-treatment swabs 
were obtained in two-thirds of the patients treated in this 
way, many of the failures not having received the full 
course. No better results followed administration of the 
same drug by mouth, even when supplemented by enemas. 
Local applications of hexylresorcinol jelly every night or 
every other night for days and even weeks resulted in only 
25 per cent. of cures. The various anal ointments tested, 
while of value in relieving pruritus, did not yield the 
necessary negative swabs. The hexylresorcinol enema, 
however, has certain disadvantages, even though it is the 
most successful form of treatment so far employed. The 
drug is expensive, and to be effective must be given over 
a considerable period of time: the latter is a difficulty 
common to all enemas; and to solve the problem of 
expense careful tests were made with non-medicated 
enemas. In most cases the minimum routine necessary 
to bring about cure consists in the administration of an 
enema every other night at bedtime over a period of at 
least three to four weeks. This may seriously upset the 
normal habits of evacuation and induce a tendency to 
constipation. But there seems to be no satisfactory alter- 
native to the enema, medicated or not. Two other 
practical points emerge from these American studies. The 
first is that the efficacy of the enema can be correlated 
with the standard of hygienic habits among the patients 


infected. This applies especially to the problem of 
threadworm infection in institutions. The second is that 
familial infection is common, and in order to eradicate 
threadworm infection in an individual it is essential to 
eradicate it simultaneously in all infected members of a 
housenold. 


~ 


CRIME IN 1938 


The Criminal Statistics of England and Wales for 19381 
suggest a slight increase in crime but give little indication 
of the factors which have swollen the figures. The con- 
victions for traffic offences have fallen off slightly—from 
483,689 in 1937 to 475,124. Drunkenness, however, shows 
a progressive increase during this decade. The figure for 
convictions in 1931 was nearly 46,000 ; in 1932 it dropped 
(because of the slump ?) to 33,000, but in 1933 it was 
up again to 40,000 and in 1937 it was 52,425. The rise 
in 1938 was only 200-odd, so the figure might, but for 
the war, have become stabilized. What effect the war 
will have remains to be seen. The 1938 figure for non- 
indictable assaults shows a decrease, conforming to the 
tendency of the last few years. The total number of 
persons found guilty of indictable (serious) offences was 
78,463. Half of these were under the age of 21, and 
less than 5 per cent. had committed sexual offences or 
crimes of violence; over 70 per cent. were found guilty 
of larceny, and of these only 3 per cent. of the adult 
offenders were committed for trial. Breaking and enter- 
ing seems to be a young person’s crime: less than a 
quarter of those who committed it were over 21, and 
37 per cent. were over 14. The age figures of indictable 
crime are interesting. Just under half were 21 and over ; 
36 per cent. were under 17, and 15 per cent. were between 
17 and 21. Lawlessness decreases with age: for every 
1,000 boys in the population aged 13 thirteen were found 
guilty, but for every 1,000 men between 40 and 50 the 
figure is less than two. Even for indictable offences the 
number of persons imprisoned was not large. Of 2,004 
adolescents dealt with by the higher courts only 148 were 
imprisoned and 737 were sent to Borstal. Of the 6,637 
adult offenders these courts sentenced just over half to 
imprisonment and 488 to penal servitude. In the summary 
courts no one under 17 was sentenced to prison ; of young 
persons between 17 and 21 only 7 per cent., and of adults 
only 26 per cent., were sentenced to imprisonment. The 
use of probation for adult offenders varies widely round 
an average of about 15 per cent., and in the country 
probation officers are used far less than in towns. The 
comparative figures of conviction for indictable offences 
show a slight decrease in the number of convicted persons 
under 17—the first decrease since 1934. The figures for 
convicted persons between 17 and 21, and over 21, show 
a steady rise. The number of sexual offences known to 
the police was 5,018, against 4,646 in 1937; the number 
of cases of violence against the person was two less than 
in 1937. The police knew of eighty-four cases of murder, 
with ninety-three victims: in thirty cases the murderer 
committed suicide ; in forty-eight cases fifty persons were 
arrested. Of these eight were found insane on arraign- 
ment, ten were found guilty but insane, and nine were 
executed—a low figure compared with that of some other 
countries. Another nine were convicted but reprieved. 
There were also nineteen cases of infant murder. This 
crime seems to be decreasing, but the number of murders 
of persons over | year old does not seem to alter much. 
There were 5,623 suicides and 3,003 attempted suicides ; 
generally speaking, the likelihood of successful suicide 


1 Publ. Hith. Rep., Wash., 1939, 54, 2005. 
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appears to increase with age, but the number of un- 
successful attempts decreases after the 30-40 age group. 
The figures for persons committed to prison for non- 
payment of sums of money dropped suddenly in 1936 
after the passing of the Money Payments Act, 1935, 
but the figures for 1938 show a general rise. The figures 
of recidivism have dropped appreciably—by about 2 per 
cent. in each of the age groups. 


NIGHT BLINDNESS AND VITAMIN A 


Our correspondence columns have of late suggested that 
the problem of night blindness is not one that admits 
of a simple solution. It has attracted the attention of 
pathologists, psychologists, ophthalmologists, and dietitians. 
The black-out has brought these varied interests to a 
focus. And the cynic may wonder whether we have 
advanced any further than Hippocrates, who for this 
condition recommended “as big an ox-liver as possible, 
raw, and dipped in honey.’ Liver is a valuable store- 
house for vitamin A. But it is not yet clear whether lack 
of vitamin A is the complete answer to the question. Is 
it fanciful to suggest that what else may be lacking is 
also to be found in the liver Hippocrates prescribed? 
Thomson and his co-workers* have suggested that much 
of the confusion between the findings of various workers 
in this field is due to inadequate technique, and with 
a new and improved technique they were not able to 
demonstrate any simple relationship between vitamin A 
intake and dark-adaptation. In a recent paper Pett® 
claims not only that such a relationship does exist, but 
that a very simple method will test it, judgment being 
based on the recovery time after a short period of light- 
adaptation (a matter of seconds). This claim is based 
mainly on extensive therapeutic tests with large oral 
doses of vitamin A on subjects judged to be “ deficient,” 
and on the effects of an experimental diet low in vitamin A 
taken by the author. There is not space here to discuss 
the technique. Suffice it to say that the dangers of such 
a short method have been pointed out by Tansley‘ and 
by Thomson and his colleagues ; Pett’s evaluation of its 
probable limits of accuracy fa:ls to account for many 
important variables. Also, that it could not be relied 
upon in itself in individual cases is suggested by Pett’s 
statement that “any person who does not’show a change 
of recovery time after one dose of 50,000 I.U. of 
vitamin A and who has no evidence of vitamin A defi- 
ciency is considered ‘normal’ in vitamin A.” When on 
a deficient diet he found that his recovery time trebled 
in thirty-seven days, and that many clinical signs of 
deficiency developed, such as anorexia, asialia, dry skin, 
night blindness, and painful eyes. Experimental vitamin A 
deficiency has been studied by many other workers, and 
their reports on dark-adaptation in relation to vitamin A 
vary greatly. Hecht and Mandelbaum,” investigating four 
cases, record a rise in threshold even after the first day. 
Wald and Stevens,° Booher and her co-workers,’ and 
Steininger and Roberts,* among others, observe that in 
groups of cases under apparently identical conditions some 
cases showed a change within a few days, others not even 
after months, on a depletion diet. The response to treat- 
ment of such experimentally produced night blindness 


varied widely. In some instances there was an immediate © 


1 Vitamins and Other Dietary Essentials. W. R. Aykroyd, M.D., 1936, 
Heinemann. 

2 Brit. J. Ophthal., 1939, 23, 461, 697. 

3 J. Lab. clin. Med., 1939, 25, 149. 

¢ Brit. J. Ophthal., 1939, 23, 161. 

5 J. Amer. med. Ass., 1939, 112, 1910. 

€ Proc. nat. Acad. Sci., Wash., 1939, 25, 344. 

™J. Nutrit., 1939, 17, 317. 

® Arch. intern. Med., 1939, 64, 1170. 


return to normal with relatively small doses of vitamin A, 


while in others huge doses had to be given over a long | 


period. Pett is possibiy the only subject who developed 
any well-defined clinical symptoms, apart from night 
blindness, during the pericd of deprivation. In the mass 
of conflicting experimental results it is useful to consider 
the, opinion of Frazier and Li,’ who have had clinical 
experience in China of severe forms of vitamin A defi- 
ciency, such as keratomalacia and follicular hyperkeratosis, 
“To assume,” they say, “as others have done, that loss 
of dark-adaptation is invariably present in states of 
vitamin A deficiency, and that it is a forerunner of other 
mere severe manifestations of the disease, is unwarranted. 
Clinical experience with well-differentiated cases does not 
support this view. Cases of vitamin A deficiency present 
themselves without ocular changes.” That dark-adapta- 
tion cannot be considered a simple function of visual 
purple regeneration is conclusively shown in a recent 
review by Lythgoe.’ A nervous mechanism may play 
some part, and energy for the regeneration of visual 
purple itself may be provided by the absorption of light 
or by a chemical process requiring oxygen. In this last 
connexion it has been shown by McDonald and .Adler’! 
that anoxaemia raises the threshold of the dark-adapted 
eye in both the normal and the vitamin-A-deficient sub- 
ject, and they suggest that this is the result of action on 
the nervcus mechanism of the visual system. 


VITAMIN P 


Much of the early work on vitamin P was carried out on 
human subjects suffering from vascular purpura, thrombo- 
cytcpenic purpura, various infectious diseases, myxoedema, 
or diabetes mellitus. Experiments with guinea-pigs proved 
unsatisfactory. The criterion used for investigating the 
influence of fruit juices or preparations made from them 
on the course of the vascular and the thrombocytopenic 
purpura wasethe fragility of the capillaries. Scarborough’* 
concludes that cases of purpura are not suitable for testing 
the possibility of the existence of a special vitamin for 
controlling fragility. He considers that the only cases 
suitable for such investigations are those of known low- 
vitamin intake, and he has encountered many of these 
with abnormally increased capillary fragility. This was 
measured daily, either by the “ positive pressure method,” 


_ Where the fragility is determined in terms of the number 


of burst capillaries occurring during standard conditions 
in response to an increased intracapillary pressure ; or by 
the “negative pressure method,” in which the fragility is 
evaluated as the amount (in mm. Hg) of suction which is 
required to burst a single capillary loop, the suction being 
applied over a small area of skin. In some of his cases 
large doses of the known vitamins A, B,, ascorbic acid, 
and D, in the most nearly pure forms available, were 
first given over long periods of time, but no decrease in 
fragility was produced. When, however, lemon juice or 
one of the so-called “ hesperidin” preparations was given 
there was at once a dramatic decrease in capillary 
fragility. The active substance is probably flavanone in 
nature. It can be given by mouth, by intramuscular 
injection, or by rectum. Thus, although he cannot con- 
sider previous experiments to have established the exist- 
ence of vitamin P, Scarborough believes that he has 


himself obtained from experiments on human subjects 


evidence of the existence of a factor which decreases the 
fragility of capillaries. 


2 Chin. med. J., 1938, 54, 301. 

10 Brit. J. Ophthal., 1940, 24, 21. 

11 Arch. Ophthal., Chicago, 1939, 22, 980. 
12 Biochem. J., 1939, 33, 1400. 
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SURGICAL PROCEDURES IN GENERAL PRACTICE 


This is one of a series of articles contributed by invitation 


THE TREATMENT OF FLAT-FOOT 


BY 


A. S. BLUNDELL BANKART, M.Ch., F.R.C.S. 


Flat-foot has been defined as a condition in which the 
arch of the foot is abnormally low. But as nobody knows 
what the height of a normal arch ought to be it is not 
always easy to tell when it is abnormally low. Allter- 
natively, flat-foot has been defined as a condition in which 
the arch of the foot is depressed sufficiently to cause 
symptoms. But, curiously enough, the completely flat 
foot is usually painless, while the worst symptoms of 
flat-foot occur in feet which are not flat. Perhaps flat- 
foot is best defined as an habitual attitude of relaxation, 
a position assumed by the foot under the influence of the 
body weight when the muscles are relaxed. This attitude 
Or position is abnormal, because standing is normally an 
active process controlled by muscular action, and the foot 
was never meant to be merely stood upon and crushed 
down by the body weight. 


Causative Factors in Flat-foot 


In standing the body weight is transmitted to the grgund 
through the heel, the outer border of the foot, and the 
heads of all the metatarsal bones, especially the first. The 
inner border of the foot is raised in the form of an arch 
or concavity which gradually slopes downwards to the 
outer border of the foot. It is commonly believed that 
this arch is maintained to a great extent by the ligaments 
and fasciae in the sole, and that when these give way the 
patient suffers from flat-foot. But it is not the function 
of ligaments to withstand continuous strain; this 1s 
a function of muscles. The correct attitude of the feet 
in standing is maintained by continuous reflex muscular 
activity. This postural activity, as it is called, is part of 
the postural reflex which maintains the body as a whole 
in the upright position, and, so far as the feet are con- 
cerned, it consists of a continuous resistance to abduc- 
tion eversion and flattening by the superimposed body 
weight. 

Postural activity may be deficient for many reasons. 
In young children who are beginning to walk this reflex 
is usually imperfectly developed, and nearly all such 
children stand with their feet everted and flattened at 
first. In rickets postural deficiency is as much a part 
of the disease as is softening of the bones, and the asso- 
ciation of flat-foot with genu valgum and other rachitic 
deformities is almost constant. Adolescent girls and boys, 
especially those who are growing rapidly, are prone to 
develop postural deformities, such as spinal curvatures, 
knock-knees, and flat feet, and postural deficiency is 
common also in conditions of general debility following 
illness, neurasthenia, overwork, etc. 

But the commonest cause of flat-foot or foot strain is 
sheer exhaustion of the postural reflex by prolonged 
Standing or over-use of the foot. For, although the 
postural activity of muscle is almost insusceptible to 
fatigue, there are limits to.the amount of work which any 
muscle can be called upon to do. Lastly, pain inhibits 
the postural reflex, so that any painful condition of the 


foot may lead to standing with the muscles relaxed and 
consequent flattening of the arch, or foot strain. 

The effect upon the foot of a constant attitude of relaxa- 
tion depends upon the anatomical conditions present in 
each case. The foot is composed of a number of small 
bones and joints which collectively have a considerable 


- range of movement in two directions. The principal 


movements of the foot below the ankle-joint are: (1) 
adduction and inversion with more or less raising or 
arching of the sole, and (2) abduction and eversion with 
more or less flattening of the sole. The actual range 
of these movements varies a great deal in different subjects. 
Some people can flatten their feet completely by standing 
with their muscles relaxed. Other people have a much 
more restricted range of movement; they have, in fact, 
more or less fixed arches, so that their feet cannot be 
flattened completely. Whether this is a natural and desir- 
able state of affairs or whether it is an acquired dis- 
ability is an academic question which need not concern us 
here. What does concern us is the undoubted fact that 
if a foot is mobile so that it can be flattened without 
resistance it is painless ; whereas if a foot has a fixed arch 
so that it cannot be flattened without resistance it is 
painful when weight is borne on the foot with the muscles 
relaxed. These people then suffer not from flat-foot but 
from inability to flatten their feet—that is, foot strain. 


Foot Strain 


Foot strain is by far the commonest cause of pain in the 
feet. It is due, as we have seen, to failure of the muscles 
to prevent passive abduction eversion and flattening of 
the feet by the body weight. The pain is felt chiefly 
at the inner border of the foot beneath the astragalo- 
scaphoid joint. Often there is pain also on the outer 
side just below and in front of the external malleolus, 
and there is aching in the muscles of the leg. When the 
patient stands the feet may be obviously flat or they may 
appear to have well-developed arches. In either case there 
will be some resistance to flattening when the feet are 
manipulated in the direction of abduction and eversion. 
The radiographs of the feet are normal. 

* Treatment.—The treatment of foot strain is simple and 
effective. The feet should be forcibly manipulated under 
an anaesthetic, and this should be followed immediately 
by massage and exercises. In practice the foot is manipu- 
lated in all directions, but especially in the direction of 
abduction and eversion so as to stretch the soft parts 
on the inner side and in the sole. The object of the treat- 
ment is to restore or increase mobility, so that the foot 
can yield without encountering resistance—that is, strain. 
In the great majority of cases when this is done the pain 
is promptly relieved, and it only remains to preserve the 
increased mobility and to re-educate the postural muscles 
in order to complete the treatment. These objects are 
attained by massage and active movements or exercises. 
The chief, if not the only, exercises required are: (a) 
movements of circumduction—that is, in all directions— 
while the patient is sitting; and (b) inversion of the feet 
—that is, getting on to the outer borders and rising on the 
toes when the patient is standing. The patient should be 
told to make a habit of these last two exercises, and not 
merely to do them occasionally at set times. 
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Congenital. Flat-foot 


Of conditions more properly called flat-foot there are 
several varieties. Congenital flat-foot is quite different 
from the mobile flat-foot commonly seen in children who 
are beginning to walk. Congenital flat-foot is a severe 
structural deformity present at birth. The heel is drawn 
up and the astragalus is plantar-flexed so that it occupies 
an almost vertical position in the ankle-joint. The fore- 
foot in front of the medio-tarsal joint is drawn up and 
sharply angulated with the astragalus and os calcis behind 
so that there is a convexity instead of a hollow in the 
middle of the sole and inner border. The most prominent 
part of the convexity is formed by the head of the 
astragalus projecting downwards. The posterior part of 
the deformity is fixed by contraction of the tendo 
Achillis and the posterior ligament of the ankle; the 
anterior part is fixed by contraction of all the tendons 
and ligaments on the dorsum of the foot. On manipula- 
tion the foot is quite rigid. 

Treatment.—In congenital flat-foot treatment is difficult. 
Some improvement may be obtained by forcible manipu- 
lation and plaster repeated at intervals. But in most cases 
operative measures (tarsectomy) are required before the 
foot can be brought into a more or less normal shape. 


Mobile Fiat-foot 


This is merely a faulty posture, an habitual attitude of 
relaxation due to deficient postural muscular activity or 
tone. As we have seen, it is a common passing phase in 
young children. Apart from these it is most often met 
with in adolescents and young women with loose joints 
and weak muscles. As the feet are supple they are quite 
painless, except for some aching due to fatigue. The 
patients complain of the appearance of the feet, of the 
ankles going over, and of treading down the inner sides of 
the shoes. 

Treatment.—This consists in relieving the muscles from 
strain by directing the body weight towards the outer side 
of the foot, and then restoring the postural action of the 
muscles by exercises. In young children little more is 
required than a wedge one-eighth to one-quarter of an 
inch thick on the inner side of the heel of the shoe, and 
such exercise as the child naturally takes. Occasionally 
the deformity is so pronounced that a light outside steel 
support with an inside (or valgus) T-strap is required to 
hold the foot in position. In young women it is usually 
not practicable to wedge the narrow heel of a conventional 
shoe, and a shoe must be found which is cut in such a way 
that the body weight is directed more to the outer side. 
The usual exercises (see section on foot strain) should 
then be done until the muscular balance is restored. 


Stiff Flat-foot (Fibrous) 


A distinction should be drawn between stiff (fibrous) 
flat-foot and rigid (osseous) flat-foot. In the former case 
the foot is stiff from fibrous adhesions or thickening in 
and around the ligaments. It may be due to the long 
duration of the deformity or to injury (traumatic flat- 
foot), or to conditions such as rheumatism, gonorrhoea, 
etc. On manipulation the foot feels stiff and all its move- 
ments are restricted, but there is a certain spring cr 
elasticity about it which distinguishes it from rigid flat- 
foot. Pain is felt in the middle of the foot and under 
the heads of the metatarsal bones. 

Treatment.—The treatment of stiff flat-foot ideally is 
first to make the foot supple and then to re-educate its 
muscles. Many cases require manipulation under an 


anaesthetic ; but some experience is necessary to determine 
which cases are likely to be benefited by manipulation 
and which are not. When the stiffness is of long duration 
and very pronounced the reaction following manipulation 
may be so severe and the re-formation of adhesions so 
great that nothing is gained in the end. This is particularly 
true of cases of rheumatoid arthritis, which as a rule 
are best left alone. In some cases more gentle manipula- 
tion repeated several times, and combined with radiant 
heat, massage, and exercises, may bring about sufficient 
improvement. In less severe cases, and particularly in 
traumatic cases, forcible manipulation may be employed 
without hesitation and with great benefit. 


Contracted” Flat-foot ~ 

This name has been given to a type of stiff flat-foot 
associated with severe clawing of the toes and (usually) 
hallux vaigus. The sole of the foot may or may not be 
quite flat. The ball of the foot is prominent, with large 
flat callosities upon it, and the heads of the metatarsals 


_can be felt just beneath the skin. Corns on the dorsum 


of the interphalangeal joints and bunions complete the 
picture. The patient complains chiefly of pain from 
excessive pressure under the heads of the metatarsals and 
of the painful toes (corns). 

Treatment.—It is seldom possible to restore the con- 
tracted flat-foot to anything like normal: the condition 
has usually been present for many years, the foot is very 
stiff, and the contractions of the ‘toes are severe. 
In some cases straightening the toes by tenotomy of the 
extensor tendons and arthrodesis of the interphalangeal 
joints may give some relief. In not a few cases excision 


of all the metatarsal heads (except the fifth) is the only | 


way to relieve the intolerable pressure on the ball of the 
foot. Thereafter the patient must wear a shoe with a 
flat sole and a soft spongy rubber insole. 


Rigid (Osseous) Flat-foot 


This is the type of flat-foot met with as the result either 
of generalized osteo-arthritis or of secondary osteo- 
arthritic changes which have supervened. It also occurs 
after severe bony injuries or diseases of the foot. The 
rigidity is absolute and permanent. 


Treatment.—Such feet should not be interfered with. 
The sole of the shoe should be flat, like the foot, and a 
soft insole should be provided. 


Spasmodic Flat-foot 


People with painful conditions of the foot often have 
some spasm of the muscles, which resist painful move- 
ments. But spasmodic flat-foot is a clinical entity quite 
different from these fortuitous cases of muscular spasm. 
Spasmodic flat-foot is most often met with in children 
or adolescents between the ages of 13 and 18. Not 
infrequently the patient is a boy who on leaving school 
has spent long hours on his feet as an errand-boy or 
standing at a bench in a workshop. The condition may 
be bilateral, but usually only one foot is affected. The 
sole of the foot is not necessarily very flat, but the whole 
foot is abducted and everted, and it is held fixedly in this 
position by spasmodic contraction of the peroneal muscles 
and long extensors of the toes. The patient complains of 
pain in the foot and he limps or walks awkwardly. On 
examination any attempt to adduct and invert the foot is 
strongly resented and is apparently very painful. The 
tendons of the peronei and extensors stand out as tense 
cords. If the surgeon likes to spend sufficient time over 


it he can in many cases make the patient relax the spasm, 
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A NEW METHOD OF PREVENTING ADHESIONS 


Fic. 1.-——Section through cortex of kidney. The glomeruli are seen to be Fig. 2.—Section through tubular portion of kidney. The collecting 


for the most part unaffected. 


tubules are seen to be choked by a granular amorphous deposit. 
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JAMES MAXWELL: LOCALIZED EMPHYSEMA AS A SIGN OF INCOMPLETE BRONCHIAL OBSTRUCTION 


Fig. 1.—Gross emphysema of left lung with displacement of mediastinum Fic. 2.—Return to normal of left lung; no evidence of disease in the 
tw the right. chest. 


Fic. 3._-Emphysema of the left lower lobe; obstruction due to mucus. 


ay 
— SSC Fic. 4.—Lipiodol filling, showing that the bronchial obstruction appears 
i to be diffuse rather than local. 
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KATE HERMANN AND AGNES McGREGOR : CEREBRAL HAEMORRHAGE FROM RUPTURE OF A CONGENITAL 
INTRACEREBRAL ANEURYSM IN A CHILD 


Fig. 1.—-Diagrammatic drawing of left cerebral hemisphere, showing 
position of ruptured aneurysm, A, and of surrounding haemorrhage. 


Fig. 3.—Photomicrograph of smaller unruptured aneurysm (7 30). 
Note fibrous sac wall, devoid of muscle and elastic fibres, thickened 
tunica intima at sides, and extreme attenuation at fundus. 


Fig. 2.—Photograph of left frontal lobe (14 times natural size), 
showing part of cavity formed by haemorrhage and ruptured 
aneurysm projecting upon its medial wall. 


Fig. 4. Photomicrograph (7 100) of congenital defect in muscular 

coat at origin of anterior perforating branch from middle cerebral 

artery. Note yap in muscular coat filled with fibrous tissue 

continuous with that of adventitious coat. Internal elastic lamina 
is intact and tunica intima normal. 
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W. BRANDT AND H. T. ROPER-HALL: CYST OF JACOBSON’S ORGAN 


tes: 


> 


Fig. 1.--Coronal section, to show the normal Jacobson’s organ on the left side. FIG. 2.- 
no On the opposite side is the interruption between the proximal and distal parts. equal total length. On the left side of the section is the distal end of the normal 
| The dark structure in the middle is the nasal septum. 10 #@; Leitz objective organ; on the right at the same level is the distal end of the cyst. 10 pb: 
No. 3; eyepiece \ 6. Leitz objective No. 3; eyepiece ~ 6. 


FIG. 3._-Model of Jacobson’s organ in a human foetus of 124 mm. total length. FIG. 4.—Coronal section through distal part of normal Jacobson’s organ on the 


(x 100.) The photograph has been taken slightly obliquely from above. left side: on the right side the lumen of the cyst is visible. 10 @; Leitz 
objective No. 3; eyepiece x 6. 
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and he can even make him stand on the outer border of 
the foot with the sole inverted. But if the patient -is 
allowed to evert the foot even: for a moment it at once 
becomes fixed again in the position of abduction and 
eversion. Nothing is known about the aetiology of this 
condition. It is obviously a reflex protective spasm due 
to pain in the foot. It has been attributed to arthritis 
of some of the tarsal joints, but there is no clinical, patho- 
logical, or radiological evidence of this. 


Treatment.—The treatment of spasmodic flat-foot is. 


uncertain and often disappointing. The most common 
method is manipulation under an anaesthetic and fixation 
of the foot in plaster in the inverted position for a con- 
siderable time. The usual result is that the spasm returns 
as soon as the plaster is removed and the patient bears 
weight on the foot. Some cases respond surprisingly 
well to manipulation followed by radiant heat, massage, 
and exercises ; but it is necessary to keep the patient in 
bed during the whole of this treatment. Afterwards he 
should wear an outside steel with a valgus T-strap to 
prevent passive eversion of the foot. In some very 
resistant cases arthrodesis of the astragalo-scaphoid joint 
has been done. This abolishes the pain and spasm, but 
of course it leaves a permanently stiff foot. 


A RAPID AND PAINLESS METHOD OF 
REMOVING PLASTER CASTS 


BY : 


REGINALD G. BICKFORD, M.B., B.Chir. 
E.M.S. Staff, St. Pancras Hospital, London 


[Work undertaken with aid from the Medical Research 
_Council and the Ministry of Health.] 


In most fracture clinics the surgeon relegates the arduous 
task of removing plasters to the student or nurse and con- 
sequently becomes oblivious of the pain and discomfort 
suffered by his patients during this operation. Watson 
Jones, having himself been a patient, voices the same 
opinion in a recent textbook on fractures: 


“A professor of surgery retains one vivid childhood 
memory, the removal of a plaster. The pain of the plaster 
is forgotten, but not the pain of cutting down the plaster. 
Even the most gentle of surgeons seem to lose their sym- 
pathy on these occasions, to brush aside the victim’s pro- 
tests, and hasten through the work as though time was the 
only factor.” 


Clearly, the plaster shears, though well adapted to open- 
ing the padded plaster, is a cumbersome instrument when 
employed on the modern unpadded cast. 


Advantages 


The method to be described has the following advantages 
over those at present in use: 


(1) Removal is effected without pain or discomfort. 

(2) It is more rapid—for example, a walking iron and 
plaster may be removed in two minutes, as compared with 
ten to twenty minutes by the shears method. 

(3) It renders bivalving of plasters so simple and rapid 
that the method might be used for treating gunshot wounds 
requiring frequent redressing. 

(4) It is inexpensive. 


Essentials of Method 


The method consists in laying a thin steel wire beneath 
the plaster when it is: first applied. One end of the wire 
is anchored by turning it back and incorporating it be- 
tween the layers of the plaster, while the other end remains 


-of the plaster. 


free. When removal of the plaster is required the free 
end of the wire is wound round a key lying on the surface 
The plaster may then be cut cleanly from 
end to end by manual rotation of the key, so that the 
steel wire is torn through the plaster. 


Materials 


. Wire.—Best quality steel piano wire is used for cutting the 
plaster. The thickness of plaster which can be cut without 
the wire snapping depends on its gauge. Rotation of the key 
is difficult with wire of greater thickness than 22 gauge, due to 
the excessive tension developed. A gauge of less than 26 does 
not possess sufficient strength. Experience has shown that 24 
is the most suitable gauge for general purposes. This will 
cut 30-35 layers of “cellona” plaster bandage, which amounts 
to half an inch in thickness. Hand-made muslin plaster ban- 
dages are cut more easily, as they do not hold so much 
plaster. Rusting of the wire may be prevented by coating it 
with a thin layer of shellac or varnish. Piano wire rusts 
slightly in the plaster, but this is not necessarily a disad- 
vantage, as the thin coating of rust anchors the wire more 
firmly in the plaster, yet does not seem appreciably to affect 
the strength. The relatively low tensile strength of stainless 
steel wire renders it unsuitable for use. The wire may be 
laid directly on the skin in plasters which are to. be bivalved 
in a few days, and in those in which the limb is not to be 
used for active movements. In, other cases a layer of stock- 
inet is put on the limb, and the wire is then “tacked” on 
to the stockinet in the required position by threading it 
through one or two stitches at intervals along the limb. Only 
a small amount of stockinet should be caught up in this 
way, as the wire does not cut it cleanly and tends to break at 
these points. Plastering may then be carried out in the usual 
way. Permanent plasters without stockinet can be applied 
if the skin is protected by adhesive tape. A one-inch strip is 
laid down and the wire is held between it and the plaster. 
When a fracture is plastered immediately after reduction a 
specially designed wire* with an adhesive backing may be 
used. This adheres firmly to the limb and leaves the surgeon's 
hands free to manipulate the fracture. In the case of children 
the skin is particularly susceptible to irregularities in the plaster 
and therefore the wire should never be laid on the bare skin. 
When these simple precautions were observed, ulceration did 
not occur in a series of over 100 cases. The extra cost of the 
wired plaster is practically negligible, as a shilling roll of 
wire is sufficient for about ninety casts. 

Key.—An old six-inch Spencer-Wells forceps may be used 
as a key to wind out the wire (a sardine tin-opener serves well 
for thin plasters). The forceps should be rotated in such a 
direction that their handles are pressed together and the wire 
should be kept at their broadest part. A few shreds of 
plaster often lift with the wire. They should be pulled free 
occasionally from the key if a clean cut is desired. It is 
important that a strong and even tension should be kept on 
the wire and sudden jerks avoided, as they tend to snap it. 
Should this accident occur, the anchored end of the wire is 
freed and the broken end seized and wound round a Spencer- 
Wells, thus forming a new anchorage. The freed end is 
gripped in a second Spencer-Wells and wound along in the 
direction of the new anchorage. When many plasters have to 
be removed it is more convenient to use a specially designed 
key.* The plaster is removed by separating the cut edges by 
hand. The stockinet tears easily, as it has been weakened 
by the rusting of the overlying wire. 

Slotted Plate——It has been found that undue lifting of the 
plaster occurs if cutting is attempted before it has dried. To 
overcome this difficulty I have employed a steel plate,*inserted 
between the plaster and the key, with a slot through which the 
wire is pulled. The plate is moved along with the key and 
prevents lifting of the plaster, thereby ensuring a clean cut. 


A slot 1/8 inch wide and 3 inches deep cut into a steel plate 


will be found adequate for most purposes. I have designed 
a more elaborate device* in which the slot width is adjustable, 
and which is made of flexible steel and can therefore be 


* These instruments are supplied by Allen and Hanburys Ltd. 
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employed to cut round flexures. It should be emphasized 
that the use of a slotted device is only necessary on the rare 
occasions when a wet plaster has to be cut. 


Individual Plasters 


As already explained, steel piano wire will snap should 
the plaster exceed a certain thickness. The majority of 
plasters are below this limit because the wire is placed in the 
thinnest part on the opposite side to the strengthening slab. 
As a further safeguard sudden bulges in the plaster caused by 
uneven spreading should be avoided. In spite of these pre- 
cautions the thickness of the plaster in certain situations—for 
example, the ankle—often exceeds the breaking limit. In 
these cases the main wire is reversed after half the plaster 
has been applied, and the plastering continued over the 
reversed part of the wire. Two separate cuts are made, thus 
halving the amount cut by each wire. In practice, as the 
wires cannot be exactly superimposed, a sheet of waxed paper 
is incorporated in the plaster at the level of the outermost 
wire. This forms a line of separation in the plaster so that 
after the first layer has been cut it may be torn back, thus 


oor 


. 


Fic. 1. 


Fic. 1.—Main part of cast is complete. Waxed paper and 
wire are in place ready for the reinforcement to be applied 
over the walking iron. 

Fic. 2.—Vertical section of a walking plaster with the wire 
(W) and the walking iron reinforcement (T) in place. The 
layer of waxed paper (E) separates the main plaster from the 
reinforcement in front. Stockinet is shown as a dotted line. 


exposing the second layer. The wire is put on the flexor 
aspect of joints, such as the ankle and the elbow, in order that 
it does not pull into the flesh during removal. 


In all plasters the wire is anchored at the proximal end. 
This anchorage is effected by bending the last three or four 
inches tg a right angle at the point at which it is proposed 
to end the cast. The plaster bandages are then laid on up to 
the bend until the last turn is being made, when the wire is 
bent more acutely and held beneath it. Thinning out the 
plaster towards its proximal end should be avoided, as this 
weakens the anchorage. A properly constructed anchorage 
will not slip under the tension required to remove the plaster, 
but should this accident occur further slipping can usually 


be prevented by clamping a Spencer Wells obliquely over. 


the plaster where the wire is bent. 


When a plaster is completed the wire should be cut off, 
leaving about one to two inches free. This free end can be 
protected by a short length of adhesive tape applied when 
the plaster is dry. 

Leg Plasters——The strength of the plaster is concentrated 
in a thick dorsal slab. The wire is placed ventrally along 
a line running from the middle toe to the outer border of the 
patella. When a walking iron or heel is incorporated in the 
plaster the reinforcement required in the region of the ankle 
may thicken the plaster sufficiently to snap the wire. In 
these cases, therefore, the distal end of the wire is bent back 
acutely as it emerges in front of the toes. The part Which 
has been turned back is held in a central position in front of 
the ankle and a single layer of waxed paper, about 7 by 4 
inches (the cover of a “cellona” bandage serves admirably) 
is laid lengthwise in front of the ankle and in front of the 
wire (Fig. 1). The outer edges of the waxed paper should 
overlap the cross-bars on the walking iron. Plaster bandages 
are now wound round the limb over the waxed paper so as 
to bind the walking iron firmly to the cast (Fig. 2). The 
bandages should not be knotted round the bar of the walking 
iron as this interferes with the subsequent removal, but a 
buttress niay be inserted between it and the main part of the 
cast. In removing the plaster the first cut is taken in a distal 
direction by winding the free end of the wire. thus cutting the 
reinforcement. The waxed paper forms a line of separation, 
so that the layer of reinforcement carrying the heel or iron 
can be gently lifted up with a blunt tool and torn back by 
hand, thus freeing the walking iron or heel. The rest of the 
plaster is now cut in a proximal direction in the ordinary 
way. This type of plaster has proved extremely satisfactory, 
as it is strong, rapidly removed, and the walking iron is 
cleanly separated without damage to the cross-bars. After 
a little practice the application of a wired plaster takes no 
longer than the ordinary type, and can be managed single- 
handed. 

Arm Pilasters——The plaster is reinforced with a dorsal 
slab. The wire is placed in a ventral position, and its free 
end is brought to the surface at the base of either the thumb 


Fic. 3.—Vertical section of arm and forearm with plaster 
cast in position. The wire is being wound on the key (K), 
and has already cut through the distal part of the plaster 
from the base of the thumb. The anchored end of the wire 
is shown incorporated in the plaster at A. 


or the index finger (Fig. 3). It is not necessary to reverse the 
wire in this plaster unless it is greatly strengthened at the 
wrist. 

Plaster Jackets ——The wire is laid at the side of the plaster. 
It is usually wise to reverse the wire once and put down a strip 
of waxed paper in the middle of the plaster. 

Bivalving Plasters—The_ special adhesive-backed wire 
should be employed. Stockinet is unnecessary and adds to 
the difficulty of removal, but if it is used it should be cut 
on one side only when the plaster is opened, the other side 
remaining as a hinge. The two wires are placed on either 
side of the limb. The plaster is strengthened by narrow 
dorsal and ventral slabs laid between the wires. The con- 
dition of the plaster is most suitable for removal three to 
four days after its application. 


I wish to thank Dr. E. A. G. Goldie for his help in 
developing this method. Dr. Norman Jones and the L.C.C. 


assisted me greatly in its application to patients, as did Miss 


J. A. Davies in preparing the manuscript. 
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CONSULTANTS AND SPECIALISTS IN 
L.C.C. SERVICE 


In a report to the London County Council by its Hospitals 
and Medical Services Committee it_is stated that many of 
the Council’s consultants and specialists accepted whole- 
time duties in the Emergency Medical Service, but as the 
anticipated call did not materialize a number of them 
were partially released and became free to take up part- 
time engagements with the Council. Certain consultants 
are still not available for the Council’s work, and adjust- 
ments have accordingly to be made in the number of 
sessions to be worked at various hospitals. The routine 
sessions for the Council’s year, which begins with April, 
can be reduced from 251 to 222 a week. In view of the 
diminished number of children in hospital and the absence 
of paediatricians on national service, it is proposed as a 
temporary measure to cancel all the regular sessions for 
these consultants, and to form a panel of six paediatricians 
available to visit any of the hospitals as required, with 
payment at the rate of two and a half guineas a session. 
The plastic surgery unit at St. James’s Hospital is being 
transferred to St. Charles’s, and the venereal diseases 
units at St. Charles’s and St. Margaret’s have been closed, 
and a unit has been established at St. Mary’s Hospital for 
Children, Carshalton. A consultant is required by his 
conditions of appointment to provide and pay his own 
deputy. It has, however, been necessary since the out- 
break of war to secure the services of consultants for 
emergency visits, and they have been paid at the sessional 
rate of two and a half guineas a visit. Where a consul- 
tant finds it impracticable owing to the war to provide a 
deputy it is proposed to continue this practice and to make 
any necessary adjustment in the payment to the regular 
consultant. Since the outbreak of war many of the con- 
sultants holding whole-time appointments in the Emer- 
gency Medical Service have continued to visit patients in 
the Council’s hospitals. They are precluded from accept- 
ing a fee for this work, but the travelling expenses they 
incur in making such visits are to be refunded. 


Reports of Societies 


ABDOMINAL INJURIES IN WAR 


At a meeting of the Section of Surgery of the Royal 
Society of Medicine on March 13, Mr. ZACHARY COPE 
presiding, the subject of discussion was “Abdominal 
Injuries.’ The two openers and one other speaker were 
also contributors to the discussion in the Section of 
Proctology the previous week on “ War Wounds of the 
Large Intestine,’ reported in the issue of the British 
Medical Journal of March 16 (p. 451). 


Surgeon Rear-Admiral G. GorDON-TaAYLOR said that the 
story of perforating wounds of the abdomen was closely 
related to that of war, and the destructive character of wounds 
caused by war missiles certainly did not grow less. It might 
well be that the wounds to be seen in the present war would 
not conform to their experience of the last. The question 
would arise as to what extent the newer resources now avail- 
able would change the position. How would chemotherapy 
and blood transfusion affect their technique and its results? 


After touching on non-penetrating wounds he discussed in 
detail the various penetrating wounds produced by gunshot. 
Every such wound ought to be explored, but this in time of 
emergency might be a counsel of perfection, and the invidious 
task fell to the surgeon of deciding what cases should be 
submitted to operation forthwith as offering the better chance 
of useful intervention. The cases which he classed as bad 
surgical risks were those with extrusion of the abdominal 


viscera (although some very successful operations had been 
done on these); cases in which the abdomen had been hit by 
large fragments of missile ; cases in which the patient was too 
ill for operation; cases which came in too late, after the 
wound had been infected ; and cases which had been hit too 
high in the abdomen. With regard to the large intestine, 
there was no doubt that suturing proved the most appropriate 
method of treatment in a great number of cases; but there 
could be no rigid rule, and each case must be dealt with on 
its merits. Suturing was the ideal method, where practicable, 
for a large wound of the transverse colon; but if the bowel 
was infarcted and all the life crushed out of it, to try to 
suture was to court a bad result. The question of multiple 
injuries also arose. Multiple resections of the intestine were 
always regarded as being extremely fatal in their results, but 
out of a series of twenty-two double resections of the bowel 


which he carried out in the last war there was recovery in- 


eleven, which was the same proportion as in single resection. 
Wounds involving the bladder and rectum usually ran a 
serious course. One difficulty was to get good positions on 
the table, and the surgeon had to spend much time in 
improvisation. He stressed the need for providing adequate 
drainage in such wounds, even by dividing the sphincter ; 
after all, their first concern was to preserve life, not function. 


One of the great achievements of the last war was the 
extraordinary improvement in the results of abdominal and 
thoracic surgery in the years 1916-18. At the time of the 


first battle of the Somme only 18 per cent. of these cases: 


recovered, but at the end of 1917 it was reported that the 
recovery rate was no less than 49 per cent. This improve- 
ment was largely due to the increased attention paid at that 
time to thoracic surgery ; and here they had to thank their 
colleagues in the French Army, and one individual in »ar- 
ticular in the British Army—Professor George Gask. The 
improvement did not stop there, for in the last three or four 
months of the war he had himself collected a number of 
cases in which the recovery rate was 66 per cent. The 
improvement was almost entirely due to the increasing use 
of blood transfusion. The speaker closed with a tribute to 
the work of Sir Cuthbert Wallace and the late Sir Anthony 
Bowlby. 


Complications and Difficulties 


Mr. G. T. MULLALLY said that the surgeon had first to deal 
with shock, which in greater or less degree (more often in 
greater) was associated with these injuries. Shock was :lso 
a contingency which the surgeon had to fear from his own 
intervention. Haemorrhage, again, was a major difficulty, as 
was infection, especially of the retroperitoneal tissues. In 
that connexion it was worth noting that the infection was 
partly related to the type. of injury. The liability of the 
peritoneum or retroperitoneal tissues to infection varied with 
the viscus that was damaged. When the small intestine was 
ruptured the effect was to produce a local paralysis of the 
bowel which persisted for several hours. In consequence there 
was not, for the first few hours, a serious risk of spreading 
infection from that wound ; but where the rupture was in the 
large intestine no such complete paralysis was produced, and 
infection began at once and was a very real complication. 
Damage to the kidney was not immediately followed by 
leakage of urine: there seemed to be a temporary paralysis 
of secretion in the grossly damaged kidney. The secretion 
was easier within a few hours, and then the risk of infection 
became serious. Damage to the urinary vessels was always 
followed by leakage of urine, and thus risk of infection arose. 
Cases in which it was doubtful whether any gross injury had 
been sustained gave rise to a good deal of trouble. One 
pointer was that if the patient was suffering merely from 
bruising the pain would subside when he was at rest, whereas 
if he had a ruptured bowel the pain would persist. The 
severity of the injury could not be gauged from an external 
wound. One type of difficult case was that in which the 
wound had no apparent relation to the abdomen—an injury 
in the deltoid, for example. The course taken by a missile 
was not necessarily apparent when the patient was lying in 
the normal position, and might be obvious only when he was 
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placed in the position he occupied at the time he was 
wounded. Injuries supposed to be from = shrapnel some- 
times gave rise to misunderstanding. Shrapnel was a leaden 
or iron ball thrown out of a shell, and the injuries produced 
by these smooth balls were very much less damaging than 
those produced from fragments of the shell itself. He spoke 
strongly against the use of gum saline, which in his experience 
did more harm than good; but one should not be afraid of 
using plenty of ordinary saline without the danger of water- 
logging the patient. On the question of incisions, he thought 
it safer on the whole to be conservative rather than radical, 
to sew up rather than to cut out, though he would not waste 
time trying to save a ruptured spleen when it could be 
excised. It had been suggested that considerable danger was 
associated with splenectomy, but this was not his experience. 
Wounds of the colon needed to be treated with special care 
because of the difficulty of estimating how much of the colon 
would survive. As regards after-treatment, the combination 
of morphine and intravenous or rectal saline, with deprivation 
of water by mouth, was a most useful method. 


A Balance of Factors 


Mr. J. Berry Haycrart spoke of the need for courage in 
tackling abdominal injuries in war surgery because of the 
high mortality and the likelihood that a series of failures 
would dishearten the surgeon. Many of the fatalities were in 
no way due to surgical fault. Patients often arrived at the 
operating centre too late. With regard to post-operative 
causes of death, there was first the question of missing a 
lesion. Abdominal exploration must be thorough and sys- 
tematic. The best incision was the median, and it should be 
large, so that the whole abdomen could be explored with the 
least possible trauma. Doubt might arise as to whether one 
was dealing with a thoracic or an abdominal wound or with 
both. If there was a single entry wound x-ray examination 
might be useful. 

Was better progress likely to be made in this war than in 
the last? It seemed to him that while there were some advan- 
tageous factors others were not so hopeful. With total war 
there was a possibility of abdominal wounds in women and 
children, whereas in the last war they were dealing with men 
only, and with men who, although they might be exhausted, 
were otherwise physically fit. On the other hand, there were 
to-day more young surgeons who were trained in abdominal 
surgery than at the beginning of the last war. Great improve- 
ment had taken place in anaesthesia. The intratracheal ad- 
ministration of gas-and-oxygen should help to lower the 
mortality and prevent the onset of chest complications. It 
might be that the introduction of the sulphonamides would 
have an effect upon the acute streptococcal infections. 
Methods of transfusion had improved out of all recognition. 
But no surgeon could carry out all the procedures himself. 
He must have a team of thoroughly competent people to help 
him. 

Sir CHARLES GORDON-WATSON said that the chief cause of 
death in the early cases in the last war was the inability of 
the men to withstand the primary shock, the move to the 
casualty clearing station, and the haemorrhage. If stored 
blood would do what was claimed for it the surgeon now 
would have a great advantage. He wanted to sound a note of 
warning about resection. Suture was better than resection, 
and was done very quickly in the small intestine. In mesen- 
teric wounds one could sometimes take a chance with a graft, 
but with the small intestine one could not do so much. A 
great advantage would be the use of suckers to get rid of the 
blood from the operating field, because time was all-important 
in these operations. 

Lieutenant-Colonel C. H. BARBER related some of his experi- 
ences in Mesopotamia during the last war. Many men died 
from haemorrhage before reaching hospital, and any success 
in Mesopotamia was due to the measures taken for arrest of 
haemorrhage. 


Transport and Posture 


Mr. T. B.. Layton emphasized the surgical problem of trans- 
port. Until surgeons studied transport as a surgical problem 


he did not believe the best results would be obtained. _ The 
first problem in surgical transport was the time factor. There 
was a certain short period within which those in charge of the 
administration must get the wounded man to the surgeon. In 
1919 he suggested that this period was six hours. With 
greater knowledge of wound infection and improvement of 
transport he thought the time should be shortened. A matter 
of great importance in abdominal wounds was posture. A 
man should be put in the semi-erect position at the first 
possible moment after he was hit, and should be so kept. In 
this respect there had been no advance since the last war, and 
most ambulances were so constructed that no one could be 
transported in that position. 

Mr. E. T. C. MILLIGAN said that the important question was 
to have enough surgeons to carry out the operations. He was 
sure the mortality would be much lessened if the number of 
surgeons was adequate. 


THE PRACTICE OF RADIOTHERAPY IN 
WARTIME 


A joint meeting of the British Institute of Radiology, the 
Faculty of Radiologists, and the Radiological Section of 
the Royal Society of Medicine was held on March 16 fora 
discussion on the practice of radiotherapy in wartime. 
The chair was taken by Dr. G. F. STEBBING. 


Dr. B. W. WINDEYER said that on the outbreak of war his 
department was closed; it was now reopened and half the 
pre-war number of beds were available. Difficulty would 
presently be found in recruiting laboratory assistants and 
technicians, who would be called up in successive registrations. 
Cases of carcinoma of the breast for treatment by radiotherapy 
in lieu of or after operation were. for some reason, less 
numerous ; on the other hand, a larger number of cases came 
for treatment for superficial conditions such as warts. When 
the department was reopened it was at first impossible to 
obtain the use of radium, and patients were treated with 
x rays. So far as superficial conditions were concerned, this 
did not make much difference, but it was an advantage to be 
able to give radium again in gynaecological cases. _ 


Protection of Radium Supplies 


Dr. F. ELxis described the measures taken to protect radium 
in case of air attack. He believed that treatment by implanta- 
tion of radium and intracavity treatment should not be 
carried out in a vulnerable area. Surface radium applications 
might safely be made, provided there was someone always 
available to take the radium away from the patient on warning 
being given. Radon was a useful substitute in a vulnerable 
area, and was convenient for patients who could not easily go 
into the country for their treatment. 


Miss C. Woop said that if radium in a container were hit 
by a high-explosive bomb the first danger would be in the 
breathing of dust from the dispersed radium by persons in 
the vicinity. There appeared to be no doubt from a study of 
the literature of the last ten years that the breathing of radium 
dust by those who worked in the mines of radium-bearing 
ores was a real danger to health. Another danger would be 
from the site where the radium container had burst, and it 
would be necessary for this to be abandoned or carefully 
cleared of debris. Teleradium therapy was the simplest form 
of treatment to carry out in wartime, as all the radium was 
stored in a single container, and on an alarm being given had 
only to be carried from the unit to the borehole. A steel safe 
had recently been described by Professor Sidney Russ which 
would take a container with 10 grammes and be proof against 
an explosive. It was interesting to learn that the Radium 
Institute at Paris was still at work, and that the centres at 
Nantes, Bordeaux, and Marseilles were functioning ; indeed, 
the only radium centre in France which had been closed down 
was at Strasbourg. In this country the majority of radium 
centres had now provided themselves with the necessary safety 
precautions, and were treating as many patients as before the 
war. 
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Irradiation of War Injuries 


Dr. N. S. Finzi spoke on the use of x rays in the treatment 
of infected wounds. In war wounds there were two purposes 
for which irradiation might be employed. First, healing could 
be accelerated by small doses of x rays. The resulting scar 
was thinner and keloid did not form. Either hard or soft 
x rays or the gamma rays of radium might be employed, 
provided they penetrated to the depth of the wound. The 
optimum time was immediately before or immediately after 
operation. The second use of irradiation was more particularly 
in wounds which would not heal or which were extremely slow 
in healing. Quite small doses should be given—say, 50 or 69 
“roentgens”” of x rays—and the dose repeated after four or 
five days and again after six or seven days. It was surprising 
how an indolent scar would heal under this treatment. 


Dr. D. W. SMITHERS mentioned the value of irradiation in 
cases of gas gangrene. Early in 1939, he said, a lecture on 
gas gangrene delivered at the British Postgraduate Medical 
School and reported in the British Medical Journal (1939, 1, 
989) contained no reference to the use of irradiation, whereupon 
he wrote a letter to the Journal (1939, 1, 1113) on the subject, 
and another letter was published which recited American 
experience. He described the American work published in 
1933 and subsequently by Kelly and his collaborators. The 
cases reported in the literature (including only two in Eng- 
Jand) in which gas gangrene had been treated by radiotherapy 
numbered 167, and in this series there had been sixteen deaths. 
He thought this was a subject worthy of attention. While the 
evidence in favour of x rays in this condition was not good 
enough to justify the claim which had been made that it 
was the first line of attack, it was not right to dismiss it as 
some had done. Irradiation in this field did not work miracles, 
but the results should not be passed over. Major-General 
D. B. McGricor remarked that facilities for carrying out 
investigations on the results of x-ray treatment in gas gangrene 
were now being made available to British surgeons and 
advantage was being taken of them. 


Over-caution Alleged 


Dr. A. E. BARCLAY suggested that the dangers attending the 
dispersal of radium foilowing bombing had been over-estimated 
and that radium ought not to have been withdrawn and buried 
as it had been. A parallel had been drawn between the effect 
on workers in mines of radium-bearing ores, but there was all 
the difference between a constant inhalation of dust and the 
single exposure which might follow the breaking of a radium 
container. All these precautionary measures had been on the 
basis of physical considerations, not biological ones, and cases 
of chronic radium poisoning offered no real analogy. Even 
supposing radium did get into the air, it was an ordinary dust, 
and those who had studied experimentally the inhalation or 
swallowing of dust knew how very small a proportion of it 
was retained in the lungs or alveoli after a very short time. 
The risk was a small one; it was not a war risk that deserved 
very grave consideration. 


Dr. Finzi also thought there had been an over-estimate of 
risk. Even if all the estimates were accepted, that the ground 
where the explosion had occurred would be contaminated and 
that a certain number of people who inhaled the radium dust 
would eventually die in consequence, would the loss of those 
few lives outweigh the disadvantage of depriving large numbers 
of people of the radium which was necessary for their treat- 
ment? He agreed that steel safes should be used and other 
reasonable precautions taken, but to prohibit the use of 
radium interstitially was going too far. Dr. R. E. ROBERTS 
described the conditions under which radium work was being 
done in Liverpool. Intracavity treatment was carried out 
some seven miles from the city in what was considered to be 
a non-vulnerable area, and superficial radium therapy was still 
done at the centre. z 

Dr. G. F. STEBBING said that the possibility had to be con- 
sidered of an area being repeatedly attacked. The real 
dilemma had not been, as it was sometimes presented, the 
alternative risk of the dispersal of radium or of having no 


radium treatment at all. He did not know of any radium 
therapist who had ever contemplated that during the war either 
radium therapy or x-ray therapy should be given up. In many 
cases its value was so great that it was unthinkable not to have 
the use of it. At the beginning of the war, it was true, some 
of those in authority did lose their sense of proportion, and 
patients in need of radium therapy suffered from panic 
measures, as did other members of the public. But the sense 
of proportion had now been restored, and many hospitals 
claimed that they were now carrying on their radium treatment 
to at least the same extent as before the war. At the same 
time dispersed radium would be a great danger. In London 
if bombing on the anticipated scale had taken place it was 
almost certain that, had no special measures been taken, some 
radium would have been dispersed, and they had been assured 
by an expert from Woolwich Arsenal that if a small needle 
had’ been inserted in a patient and a bomb exploded twenty 
yards away that needle would be shot out and would hit a 
wall at 100 feet with the velocity of a rifle bullet. Dust did 
remain in the lungs and work injury, as everyone knew who 
had to do with silicosis and dust diseases in miners. It was 
true that perhaps 90 per cent. of it was excreted within a short 
time, but if only one-millionth of a gramme was needed to 
have a lethal effect it was of no great significance that the 
tissues of the person concerned had got rid of five-millionths. 
It would be a happy solution if they could all use radon, but 
some workers found that the technique of radon therapy, 
which was very different from that of radium, was so compli- 
cated as to impair the efficiency of their treatment. 


STAPHYLOCOCCAL INFECTIONS 


At a meeting of the Manchester Pathological Society on 
March 13, with the president, Dr. A. HILLYARD HOLMEs, 
in the chair, Major R. W. FAIRBROTHER gave a lecture on 
recent advances in the pathogenesis ahd treatment of 
staphylococcal infections. 


Major Fairbrother said the classification of the staphylococci 
had been based on the production of pigment, and three main 
types had been recognized—aureus, albus, and citreus. Recent 
work indicated that the most suitable method was to form two 
groups, using coagulase production as the criterion. The 
coagulase producers were the pathogenic strains and were 
designated Staph. pyogenes; the non-coagulase strains were 
non-pathogenic and should be termed Staph. saphrophyticus. 
Further subdivision, if required, could be based on pigment 
production or, in the case of Staph. pyogenes, on slide agglu- 
tination. Toxin production by Staph. pyogenes had been ex- 
tensively investigated during recent years and the following dis- 
tinct toxins had been identified: a toxin, 8 toxin, leucocidin, 
and enterotoxin. Two of these—a toxin and leucocidin— 
were considered to play an important part in the pathogenicity 
of Staph. pyogenes for man. Bacterial factors had also to be 
considered, and these were probably the bacterial body, carbo- 
hydrate, and capsule ; the presence of a definite capsule was 
not generally accepted. The role of coagulase was not under- 
stood; it appeared to be an enzyme. Antihaemolysin and 
antileucocidin titrations showed that in severe infections there 
was generally a big rise in the titre, but in mild superficial 
lesions the titres were similar to those found in normal indi- 
viduals. This indicated that there was little absorption of 
these toxins from mild lesions and suggested that they had little 
activity in such conditions. In the prophylaxis and therapy of 
staphylococcal infections there were three main methods of 
approach—general measures, specific agents, and chemo- 
therapy. General measures included the detection and elimina- 
tion of latent foci of infection—for example, bad teeth and 
chronic nasal infections. It was well known that many people 
harboured Staph. pyogenes on the nasal and_ pharyngeal 
mucosa and on the skin. Specific agents for which successful 
claims had been made included vaccines, toxoid, and a com- 
bination of these. Many workers had, however, found that 
there was little difference in the results given by the various 
preparations in the treatment of superficial staphylococcal 
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infections and that toxoid alone was not an essential factor. 
Successes and failures had been reported with all these. 
Chemotherapy, which had proved so successful in the treat- 
ment of streptococcal, pneumococcal, and meningococcal 
infections, had had only a limited degree of success in staphylo- 
coceal infections. Thus, while much progress had been made 
in our knowledge of staphylococcal infections, an ideal thera- 
peutic agent had not yet been discovered. 

In the discussion which followed Dr. LUXTON mentioned a 
recent case of pneumonia, clinically typical, but in which there 
was a staphylococcal septicaemia; a pure culture of Staph. 
pyogenes was obtained from the sputum. This case failed to 
respond in the least to large doses of sulphapyridine. In reply 
to Mr. HoL_t DiGGLe, who inquired about the present position 
of manganese in the treatment of chronic superficial staphylo- 
coccal infections, Major Fairbrother stated that both man- 
ganese and stannoxyl were out of favour at present. Professor 
MAITLAND agreed that it was wise to keep a_ mid-course 
between vaccine and toxoid. Probably both factors were con- 
cerned. Clinical results were obtained from both vaccines and 
toxoid, and it might be preferable to use a combination of both. 
It was hard to explain why in local infections the blood titre 
should not be raised. Possibly the antigens could not get out of 
the lesion because of a necrotic zone of tissue and thromboses of 
vessels ; thus the individual was unable to immunize himself. 
There was the question in treating local lesions whether the 
antigen, etc., could get to the local lesion, and probably the 
chief value in treatment was in preventing further spread. 


Correspondence 


The Hunterian Method 


Sir,—A recent review in your columns (Journal, March 9, 
p. 390) over the initials of the distinguished occupant of the 
Oxford chair of anatomy embodies certain statements which 
require correction lest a false and incomplete definition of 
the true “ Hunterian method” gain wider acceptance under 
the weight of such an authority. 

Your reviewer proceeds from a trenchant criticism of a 
recent monograph upon the pineal organ, allegedly based 
upon the “so-called Hunterian method,” to a somewhat 
devastating but unwarrantable condemnation of that method, 
which is deemed imperfect, fallacious, and outworn, and now 
superseded in utility by the modern (presumably infallible) 
experimental method. Here Homer nods. It is clear from 
the context that your reviewer identifies the Hunterian method 
with the comparative approach exclusively, an identification 
of the whole with the part which is not only gravely mis- 
leading but also distinctly ungenerous to the genius of Hunter 
and to his memory. True, the comparative method remained 
always a well-plied and singularly productive tool in Hunter's 
hands, but it by no means constituted the whole of his scien- 
tific armamentarium in his sustained attack upon the problems 
of generation, growth, repair, and disease. Clinical observa- 
tion, pathology, and, above all, experimentation were also 
part of his equipment. Indeed, the experimental method was 
as dear to the heart of Hunter as to that of his present critic. 
“Don’t think—try the experiment,” wrote he to Jenner— 
surely an immortal phrase in the annals of our country’s 
biological history. 

It is scarcely necessary to instance in evidence the numerous 
and long-continued series of experiments which engaged 
the indefatigable Hunter the best part of his lifetime—for 
example, the lead-shot and madder experiments on bone 
growth, the pioneer work on the grafting of transplanted 
tissues, the experimental demonstration of the effect of air 
upon the pulmonary blood, the various experimental inquiries 
into digestive processes, the phenomena of blood-clotting, and 
the embryology of the chick. Indeed, had the knowledge 
gained by that remarkable English school (comprising Boyle, 
Hooke, Lower, and Mayou) which finished a century earlier 
not been forgotten, Hunter might well have spared himself 


many a long and tedious experiment. But an experimentalist 
he remained to the end, and his record of accomplished 
experimental research is a proud one. Nay, more—did he 
not experiment heroically upon his own person, in his 
deliberate delay of treatment after an accidental luetic infec- 
tion, the better thereby to study the course of a then ill- 
understood disease? Surely experimentation could boast no 
more devoted champion. No definition or interpretation of 
the *“ Hunterian method” is therefore either accurate or just 
which excludes experimentation as a fundamental component 
or which fails to recognize in Hunter one of the pioneers of 
the modern experimental approach to biological problems. 

It is perhaps not difficult to understand the origin and 
persistence of the current mistaken conception of the 
Hunterian method. For roughly a century following Hunter's 
death experimental inquiry dwindled sadly in British bio- 
logical science under the rise of morphology and its allied 
sciences, and in the general decline the Hunterian tradition 
suffered also. For Hunter had left no immediate successor of 
comparable vision or ability, and the sole tangible witness 
to his many labours—his beloved museum—passed into the 
keeping of such pure morphologists as Owen and Flower. 
Despite the fact that this museum is designed to illustrate not 
taxonomic principles but the structural basis of physiological 
function, it was perhaps inevitable that “ Hunterian” and 
“comparative” came to be regarded as synonyms, whether 
of specimens or methods. But invaluable and unique as is 
the Hunterian museum, it in no sense purports to conserve or 
to reflect the whole range of Hunter’s ideas or activities. The 
materials used in experimental research may indeed be 
preserved with relative ease, but the spirit and the methods 
of such inquiries require the human mind for their perpetua- 
tion, not museum jars. 

To-day, however, the custodians of Hunter’s museum have 
achieved a noble return to the true Hunterian method, with 
all its fullness of experimentation. Of the thoroughness of 
this “ return to Hunter” the Buckston Browne Research Farm 
at Downe, the Bernhard Baron Research Laboratories at 
Lincoln’s Inn Fields, under the control and guidance of a 
professor of experimental surgery and director of research, 
bear eloquent testimony. No longer is the museum the sole 
visual indication of activities conducted in the Hunterian 
tradition, and no excuse remains therefore for any continued 
misconception of the true Hunterian method.—I am, etc., 


Royal College of Surgeons Museum, A. J. E. Cave. 


London, W.C.2, March 18. 


‘*A Mirror for Surgeons” 


Sir,—May I venture to suggest to Sir D’Arcy Power that 
the American publishers of this interesting volume, which 
seems to be a collection of some of Sir D’Arcy’s famous 
“Eponym” papers published in recent years in the British 
Journal of Surgery, should make one or two major as well 
as the minor corrigenda. 

Maister Peter Lowe is described as the “ Founder of the 
Glasgow University.” It was really the Faculty of Physicians 
and Surgeons of Glasgow which Maister Peter Lowe founded 
in 1599 and not the University of Glasgow, which was founded 
in 1451, one hundred years before Lowe was born. The date 
of Dr. Lowe’s death is given by Sir D’Arcy Power as 1610. 
The date on the memorial stone is 1612, and this date is 
accepted as the correct one in the late Dr. Alexander Duncan’s 
Memorials of the Faculty of Physicians and Surgeons. 

It is of interest to note that Sir-D’Arcy Power, in quoting 
the lines on Lowe’s tombstone on the south wall of the 
Glasgow Cathedral churchyard— 


“Stay Passenger and View this stone 


For under it lyis such a one ”"— 
credits them to George Baker, Surgeon-Ordinary to Queen 
Elizabeth, and says they were written in commending 
Lowe’s book on Chirurgerie, the book on which Peter Lowe’s 
reputation as an author mainly depends. The lines read really 
like an epitaph and not a commendation of a textbook. Sir 
D’Arcy Power does not give a stanza which also is graven on 
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the tombstone, composed more likely by another than the 
author of the ten lines quoted in A Mirror for Surgeons: 


“Ah Me I Gravell Am And Dust 
And To The Grave Deshend I Most 
O Painted Peice Of Liveing Clay 
Man Be Not Proud Of Thy Short Day.” 


These four lines read as if they may have appeared on many 
tombstones in those days, but taken in conjunction with the 
other ten lines, which are evidently personal to Maister Peter 
Lowe, support is given to the suggestion that the whole is an 
epitaph. The late Dr. Duncan, the learned historian of the 
Faculty, says that there is no information as to when or by 
whom the tombstone was erected, and presumably the author- 
ship of the lines is also unknown.—] am, etc., 


Glasgow, March 18. JOHN PATRICK. 


The Writings of Wilfred Trotter 


SirR,—In a letter which appeared in your issue of March 23 
(p. 508) Sir Walter Langdon-Brown hoped that various papers 
by my father, Wilfred Trotter, would be collected together and 
republished. Sir Walter and others who agree with him will 
be glad to hear that this is being done. The book, which is 
in the hands of the Oxford Medical Press, should appear by 
next autumn.—I am, etc., 


London, N.W.1, March 22. W. R. TROTTER. 


Peptic Ulcer in the Services 


Sir,—It is with some hesitation that I venture to add to 
what Dr. T. Izod Bennett has said in his letter. 

| have no corrected statistical evidence to offer, but during 
the last six months I have gained a very definite impression, 
founded on a considerable number of cases, that the per- 
centage of perforation among sufferers from peptic ulcer in 
the Army is increasing, and that many cases which would 
in ordinary circumstances be easily controlled by suitable 
dietetic measures are progressing to a stage where surgical 
intervention has to be considered. Anxiety and the impossi- 
bility of following a suitable regime are jointly responsible for 
a rapid extension of the ulcer, which perforates often after 
a glass or two of beer. Fortunately a pint of wartime beer 
seems to provide an excellent dressing for an injured peri- 
toneum, and they do very well. 

These ulcers I have seen are not acute ulcers, but chronic 
ulcers surrounded by recent inflammatory reaction so exten- 
sive that one has felt that in many a resection will be 
inevitable sooner or later. Such impressions are often, I 
know. ill founded, but they seem to warrant an investigation 
into their accuracy which could be easily and quickly done 
by the authorities. Information would then be available as 
to whether or not it is advisable to issue instructions to 
examining boards that recruits whose history suggests peptic 
ulcer should be rejected.—I am, etc., 


London, W.1, March 19. HENRY W. S. WRIGHT. 


Sir,—Dr. Izod Bennett (Journal, March 16, p. 458) has just 
drawn attention to a very important and urgent problem— 
that of the capacity for military service of recruits suffering 
from peptic ulcer. In the last paragraph of his communica- 
tion he has referred to the possibility of rendering such suf- 
ferers fit for active service by means of a surgical operation. 
Upon this aspect of the subject I should like to offer a few 
remarks. In order to discuss this question I believe he must 
separate the two types of patient—those suffering from gastric 
and those suffering from duodenal ulceration. 

In regard to gastric ulcer, its relative infrequency and its 
Variability in symptoms and morbid anatomy suggest that the 
question of exemption cannot be equitably settled generally, 
but may be left to the individual examining officer, who will 
be in possession of the facts of the case. No doubt the 
majority of such cases will, after due consideration, be 
rejected. It is my view, however, that every case of gastric 
ulcer, at any rate such as is seen in civil hospital practice, 


is a problem in itself, and many of the patients gre restored 
by surgical methods to normal civilian life and employment. 

Not so is the case of duodenal ulcer. Its frequency alone 
as well as its uniformity in the young subject makes the demand 
for a general policy imperative at the present moment. Upon 
the question raised by Dr. Bennett in his final sentence, there 
are in the country many surgeons, and I imagine also many 
physicians, who can now give* information at first hand. 
During the last half-dozen years large numbers of patients 
suffering from duodenal ulcer and belonging to the age 
groups for recruitment have been submitted to the operation 
of high partial gastrectomy. Many members of our pro- 
fession, not to mention the Army and the State, are most 
anxious to learn from these operators what results have been 
obtained, not only within the first few weeks or months but 
during the first few years, including a record of how such 
patients have stood up to the stress of severe mental and 
heavy labouring work. 

Those of us whose surgical experience goes back for twenty 
years cannot fail to recollect that partial gastrectomy was 
frequently resorted to when junctional ulcer followed gastro- 
enterostomy, and that this operation failed to prevent fresh 
ulceration. I have reason to believe that the so-called high 
partial gastrectomy for duodenal ulcer, done as a primary 
operation, has met with a similar fate, and that in fact the 
operation is unjustifiable, especially in young subjects such as 
compose the great proportion of the new armies. Jejunal 
ulcer occurring in such persons is not merely an unhappy 
complication; it is a tragedy of the first magnitude. As a 
surgeon my “emphatic comment” would therefore be to 
condemn without reserve the claim which Dr. Bennett has 
encountered.—I am, etc., 


Belfast, March 19. S. T. IRWIN. 


Ambulant Treatment of Peptic Ulcer 


Sir,—I was interested in, but not altogether in agreement 
with, Dr. A. H. Douthwaite’s criticism (Journal, March 2, 
p. 363) of my article on this subject. His complaint that my 
treatment is minimal is a little beside the point. Were the 
results on leaving things solely to Nature satisfactory, then 
anything beyond radiological control to detect the failures 
would be meddlesome. I agree, though, that my treatment 
could be increased with advantage, while still keeping it 
ambulant. 

Dr. Douthwaite has obtained the impression that those 
cases in which the data were incomplete on the outbreak of 
war had all been observed for more than a year, and suggests 
that my cure rate is likely to be nearer 57 per cent. than 
75 per cent. Actually they were at varying stages of observa- 
tion, short of one year. I hope this meets his criticism on 
this point. Have I made it clear that the failures were to have 
bed and, if necessary, surgical treatment?—I am, etc., 

London, W.1, March 23. DAviD FERRIMAN. 


Post-partum Haemorrhage 


Sir,—Dr. A. G. Hastings (Journal, January 6, p. 33), in 
referring to my paper on post-partum haemorrhage (December 
16, 1939, p. 1180), states with regard to a laceration of the 
cervix that “in a properly managed labour [it] should never 
occur.” In my paper there was the sentence, “ Many primi- 
parae after a spontaneous delivery have cervical lacerations, 
a few of which extend above the level of the vaginal vault.” 
These two statements are so opposed that the following may 
be of interest. 

I had seen so many cases of severe cervical lacerations in 
gynaecological practice where the patient stated that her labour 
had been spontaneous, and even in several cases premature, 
that I asked my registrar, Mr. Frank Stabler, then R.M.O. 
at the Maternity Hospital, to examine before discharge from 
hospital 100 primiparae who had had spontaneous labours. The 
majority were found to have intact cervices, a large number 
had varying degrees of laceration of the vaginal cervix, and a 
few had tears extending up to and involving the vaginal 
vault. 
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Recently 1 was consulted about a primipara who within 
a few hours of the onset of labour; had a sudden violent 
contraction with a precipitate delivery. The lower pole of the 
uterus was burst, and there was also an antero-lateral vaginal 
tear which pariially separated the bladder from its normal 
attachments. No uterine stimulant had been given, nor had 
the pains at that time justified a sedative. 

So-called full dilatation df the os merely refers to its being 
fully retracted and impalpable so far as the head is con- 
cerned. This is by no means all that is required. The 
shoulders have still to pass through, and not only the os 
but the upper vaginal collar has to be dilated. 

If such tears can follow a spontaneous delivery they must 
be more frequent in cases where delivery is justifiable by 
forceps. Properly applied forceps and judicious traction may 
precipitate a rupture of the cervico-vaginal collar, but it would 
be most unfair, in view of the foregoing observations, to blame 
the operator for the subsequent trauma. i 

Dr. Hastings’s attitude towards lacerations is commendable, 
as without doubt hurry and faulty judgment or technique 
can aggravate matters. Nature, however, is not so kind as 
he would have us believe. His advocacy of an antiseptic 
intra-uterine douche after manual removal of the placenta is 
most important. The absence of a reference in my paper to 
ergometrine was accidental. Its properties are well recognized. 
—I am, etc., 


Newcastle-upon-Tyne, March 21. FARQUHAR MURRAY. 


Diagnosis of Occipito-posterior Positions 


Sir,—On many occasions after the first stage of labour has 
been completed and after the membranes have ruptured 
progress becomes slow. The accoucheur begins to wonder 
whether he is dealing with an occipito-anterior or an occipito- 
posterior position. Abdominal palpation can decide the 
diagnosis when either the back of the foetus or the limbs 
can be felt at the front of the mother. But when the back 
of the foetus is in a lateral position the occiput might be 
either in an anterior or a posterior position. To arrive at 
a diagnosis by palpating the sutures in the vagina is neither 
easy nor certain. The ultimate diagnosis of an _ occipito- 
posterior position is made by feeling the ear of the foetus. 
This entails an anaesthetic and the introduction of the whole 
hand into the vagina. Such a method is best avoided until 
it is considered necessary to attempt to terminate a labour. 

It is possible to make a reasonably certain diagnosis by a 
rectal examination. To do this the patient must be made 
to lie on her side facing the examiner. If she is lying on her 
right side the right index finger, and if on her left side the 
left index finger, must be used. Then the joints of the finger 
allow it to follow the curve of the sacrum until the tip of 
the finger passes behind and almost above the foetal head. If 
this is an occipito-anterior position it is possible to feel the 
anterior fontanelle. It is quite unmistakable. The fontanelle 
is not distorted out of recognition by the .overlapping of 
bones. Indeed it is often stretched as if the forehead were 
being held back during the descent of the head. If the 
anterior fontanelle cannot be felt, then the position is probably 
an occipito-posterior one. I have used the word “ probably ” 
because I cannot bring forward a large number of cases. But 
I cannot recollect a wrong diagnosis in three years. 

This is a very simple manceuvre. No anaesthetic is required. 
A finger-stall, some lubricant, and a pad over the vagina are 
all one needs. Such an examination has often saved me 
anxiety, and I send you this note in the hope that it may 
help others.—I am, etc., 


Waterlooville, March 16 D. G. Cooper. 


Anaphylaxis after Tetanus Toxoid 


Sir,—The two papers on anaphylaxis following injection of 
tetanus toxoid (Journal, February 24, pp. 292 and 294) are of 
considerable interest. I have administered tetanus toxoid to 
about 400 soldiers and have seen only one anaphylactic 
reaction. This occurred in an officer who had no reaction to 
previous injections of T.A.B. or to the first dose of tetanus 


toxoid. Owing to the military situation the second dose was 
given eight weeks after the first instead of six weeks as usually 
advocated. Generalized pruritus commenced twenty minutes 
after injection of 1 c.cm. of tetanus toxoid, and became 
exceedingly severe. It was followed by lacrimation, tingling 
of the lips, and a “ heavy ” sensation in the arms. Examina- 
tion revealed congestion in the conjunctival vessels, swelling 
of the lips, and redness and swelling of the fingers. The 
pulse rate was 80 and there ‘was no disturbance of respiration. 
There were no signs or symptoms of local reaction. Pruritus 
was the symptom causing most discomfort. In the absence 
of adrenaline solution one tablet of adrenaline 0.0003 gramme 
(1/220 grain) was given by the mouth. Relief occurred after 
fifteen minutes. There were no sequelae.—l am, etc., 
B.E.F., March 3. CHARLES Pike, M.B., R.A.M.C, 


Stretcher-splint for Fractured Spine 


Sir,—Among the many problems of first aid and the trans- 
port of injured and wounded there is one of outstanding 
difficulty—namely, that of fractures of the base of the skull 
and of different parts of the spinal column. In the great 
majority of cases additional movements are necessary before 
the patient is placed on anything suitable for transportation, 
such as a door, a shutter, or a very broad plank, and _ this 
rolling over may add to the existing injury ; that is why, when 
lecturing to a class on first aid, one always emphasizes that 
imperfect transportation of a fractured upper or lower limb 
may be excusable to a certain degree, but rough handling of 
a fractured base of the skull or spinal column may 
result in a very serious injury or even in instantaneous death, 
It is, moreover, my belief that minor degrees of spinal frac- 
tures are often not recognizable even by a medical man. Only 
a thorough x-ray examination can reveal the real extent of the 
injury. One must not expect to have the full clinical picture 


of paraplegia. Any suspicious injury of the spine ought to 
be thoroughly investigated, because the sequel may appear 
much later, even after a year or two. Nor is there a unani- 
mous opinion among the authorities as to the best position 
of the patient when being transported to a hospital. Some 
advocate a prone position with a maximum of extension ; some 
are not so emphatic about this; but all agree that the impro- 
vised stretcher must be rigid and flat. The proposed stretcher 
seems to be best suited to answer all these requirements. 

I used a very simple device during the great war in the 
Russian Army for every case suggesting a fracture of the base 
of the-skull. It seemed to me that the important thing is to 
transfer the weight of the head to the shoulders, at the same 
time immobilizing the head. Two pieces of ordinary card- 
board, bent by hand to any width desired and covered with 
any material handy, are passed through the natural hollow at 
the back of the neck and meet at the front of the neck in such 
a way that their ends overlap. A triangular or any other 
broad bandage 1s ;assed together with them from the outside, 
and with this bandage the surgeon forms a kind of cardboard 
collar round the neck of the patient. 

The proposed stretcher-splint is made from strong wood, 
and is nine inches wide and seven feet long. At the head are 
fitted two iron bars, adjustable in back and forward directions, 
in order to fix and immobilize the head by passing a triangular 
bandage round one bar, then across the forehead and round 
the other bar. The edges of the stretcher are cut in such a 
way that a triangular bandage may be pushed under or above 
it; the patient may be fixed to the stretcher even when lying 
on his side, and then be safely rolled over on his back or on 


his face. On the back of the stretcher are three adjustable © 
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cross-pieces, nineteen inches long and seven inches wide, 
adjusted from the outside in order to secure the patient’s 
limbs and body 
strong hooks are fixed at 
stretcher so as to take strong iron handles for carrying the 
stretcher. Before use, the stretcher is supposed to be covered 
with a coat or blanket, and support is given to the injured 
part by another garment or blanket. 

If the patient is found lying on his back the stretcher is 
prepared beforehand with cross-pieces adjusted to any position 
required. He is then gently lifted to the stretcher and the 
iron bars adjusted and fixed to his head. If it is desired to 
transport face downwards, the stretcher is applied and firmly 
bound to the front of his body, and then he is lifted, turned 
round, and transported. The same process, but vice versa, 
is gone through when he is found lying on his face. 


| should like to express my thanks for their friendly criticism 
to Dr. N. C. Fletcher, Mr. H. S. Souttar, Dr. J. C. Bridge. and 
Mr. E. A. Stowell. 


Messrs. Down Brothers are prepared to construct such a 
splint if anyone wishes to use one.—I am, etc., 


London, E.1. N. PINES. 


A Philesophy of Medicine 


Sir,—May I supplement Dr. David Ockman’s letter (Journal, 
March 16, p. 462) drawing attention to the value of your 
leading article on the mechanics of diabetes (March 2, p. 351) 
by suggesting that the annotation on the local use of vitamin 
A in ophthalmic conditions in the same issue (p. 354) affords 
an equally interesting basis for enlightening reflections such 
as those of Dr. Ockman. Your article on the local use of 
vitamin A in the eye is of great interest to anyone concerned 
with the historical evolution in thought of the concept of 
charlatanry. You refer to the Hungarian custom of applying 
milk and butter to the eye as a cure irrespective of the aetio- 
logy of the disease. It may be of interest to recall that 
during the national psychical depression which affected 
Germany in the years following the 1914-18 war an ex- 
sergeant (as I was told on good German authority) set up in 
Berlin to cure all diseases of the eyes by the local application 
to them of white cheese. His clientele (and his remuneration 
in marks) ran into hundreds of thousands. 

Assuming that Tobit’s affliction was an- organically 
remediable eye trouble and that his cure was not just the 
tattooing of a corneal leucoma with pigment (in the prepara- 
tion of which the sturgeon’s liver may have been used), your 


-_ references to the Hungarian custom, and also to Tobit’s 


possible “cure,” illustrate a significant aspect of the history 
of “scientific” thought closely concerned with the dualism 
which so perplexes our Western civilization. For brevity’s 
sake let me clarify it by a simple analogy. Suppose that in 
some ancient theocratic society the faithful are exhorted to 
burn the crops every so many years in order to expunge the 
Devil from the soil ; after many centuries of this along comes 
urban science to ridicule the ignorant for their foolish 
practice. But a century or two later science naively exhorts 
the faithful to buy its synthetic fertilizers. 

Could some of our medical authorities give us the benefit 
of their views on the subject of (to quote Dr. Ockman) “ the 
old scientific cry for proof and more proof in vitro”? Such 
views would be of interest to those who, like myself, have for 
years studied the subject of intolerance in science, which for 
so long has blindly claimed that intolerance was the preroga- 
tive of an ecclesiasticism holding reason captive.—I am, etc., 


London, March 16. BasiL_ GRAVES. 


Sirn,—Dr. Ockman has been led by your leading article of 
March 2 to some surprising reflections and deductions on what 
he considers the “ doubtful basis of present medical * science.’ ” 
He argues that because in his view medicine is ‘an art and not 
a science it therefore cannot be studied by the scientific 
method. His disappointment because it is now realized that 
the pancreas is not the only organ concerned in the patho- 


more securely when transported. Three ~ 
the head and foot of the 


genesis of diabetes merely reveals his own lack of the true 
scientific spirit and failure to appreciate the scientific method. 
He apparently forgets that the abandoning of the older view of 
the mechanism of diabetes, with the resultant increase in 
medical knowledge, is itself due entirely to medical science. 
It is safe to say that the scientists directly concerned with this 
advance were not themselves disappointed by their discovery. 

Dr. Ockman makes a sharp distinction between the “ un- 
known” which it is “ reasonable ” for pure science to investi- 
gate and the “unknowable” studied in vain by medicine. 
He makes no attempt to justify his arbitrary distinction, and 
is apparently unaware that many pure physicists regard the 
electron as “ unknowable.” He condemns “ medical science ” 
because, having the true scientific spirit, it willingly abandons 
one hypothesis in favour of a better, but would presumably 
regard as reasonable comparable changes of thought in 
the realm of pure science—such, for example, as the splitting of 
the -“ indivisible ” atom, the abandoning of belief in an ether, 
and the transmutation of elements. Why does he not condemn 
all pure science for the same reasons as he criticizes medical 
science?—I am, etc., 


Oxford, March 18. C. L. Core, D.M., F.R.C.P. 


Boredom on the Home Front 


Sir,—Professor Major Greenwood (Journal, March 16, p. 
448) has raised an important issue. There is pressing need for 
the application of imagination to this matter. Therefore do 
not let us multiply compartments where one will suffice. The 
growing boredom observed among A.R.P. workers is the same 
in essence as that now increasingly reported from the Western 
front. The war we are engaged in is no ordinary war, no 
Blitzkrieg ; Britain is undergoing a siege, and these are the 
psychological phenomena characteristic of people who are 
perforce removed for long periods from normal life and im- 
mobilized behind walls. In fact, the condition is essentially a 
mild form of what was sometimes known in the last war as 
* barbed-wire disease,” itself again but a minor kind of “ shell- 
shock ” ; all stages exist between the mildest and most extreme 
forms of this neurosis. 

Professor Greenwood suggests that for combating the home 
malady individual doctors should do what is possible in their 
own localities to “ make life interesting to young people.” I 
cordially agree, but I think it even more important that we, 
as a profession, should at once recognize the affiliations of 
this condition and take steps to get at its roots, lest it continue 
to grow in secret and ultimately overwhelm us. For this pur- 
pose I would suggest that the many psychological experts at 
present scheduled to treat mental shock “ when it comes ”— 
that is, when bombing begins in this country—should be 
mobilized forthwith and set to work in order that the disease, 
already widespread in its initial stages, may be checked here 
and now. Obsta principiis—I am, etc., 


North Queensferry, Fife, March 17. A. J. Brock. 
Sir,—In the Journal of March 16 (p. 448) Professor Major 
Greenwood draws attention to the boredom of many A.R.P. 
workers. He describes as prophylaxis a method of treatment 
which he has applied with encouraging results. Surely the 
professor's admirable treatment by means of a series of 
lectures to the workers is merely a palliative, not a prophy- 
lactic. I would suggest that the workers’ boredom is inherent 
in the principle of organizing the A.R.P. personnel in shifts. 
In February the Herts County Council approved a 
scheme submitted by the Local Medical War Committee of 
the St. Albans Division of the B.M.A. for the reorganization 
of the A.R.P. casualty services throughout the area served by 
one of the casualty hospitals. Under this scheme the per- 
sonnel, comprising doctors, nurses, first-aid parties, stretcher- 
bearers, drivers of ambulances and mobile aid posts, and 
certain squads of wardens, come under the command of the 
M.O.H. of the area and function as a unit like a field ambu- 
lance of the R.A.M.C. The unit is organized so that at an 
air raid warning a small but complete service assembles for 
duty while the reserves of personnel assemble immediately 
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after damage has occurred. This is made possible by estab- 
lishing the depots at or near the day-time location of the 
personnel and by billeting at the depots those who are on 
night duty. 

By the county scheme, which complies with the provisions 
of the Ministry of Home Security Circular No. 275/ 1939, 
shifts are eliminated and the personnel “on-call” carry on 
with their normal jobs and home life. The scheme also 
ensures that a small but complete service is ready by day 
and night, and that should damage occur the whole unit comes 
into action. By organizing the casualty services into a single 
unit under the M.O.H.’s command the personnel are able 
clearly to recognize the purpose of their work and to develop 
an esprit de corps.—1| am, etc., 


St. Albans, March 20. Tom Hare. 


War and the Medical Services” 


Sir,—l wonder has it not occurred to Dr. Willoughby Clark 
(Journal, March 16, p. 463) that the popularization of the idea 
of a State medical service may be but a part of the drive, 
now in full swing, towards a general centralization of control 
by an omnipotent bureaucracy. The method of attack on 
individual initiative is now well known. A “free” section 
of the community is robbed of its security and frustrated in 
the efficient discharge of its service and thereby prepared for 
the acceptance of almost any change in its status. At the 
psychological moment in the name of humanity and efficiency 
a “plan” to remedy this sad state of affairs is produced. 
(There are already several plans in pickle for the medical 
profession.) It promises to give security of livelihood and has 
many other attractive features. It is just too bad that we 
cannot have these advantages without at the same time 
surrendering our individual liberty!—I am, etc., 

Bexley, March 18. E. U. MacWILiiaM. 


Dental Anaesthesia in Children 


Sir,—The article by Dr. Jane French and Messrs. M. Linton 
Hooker, R. Branscombe Vause, and A. L. Robinson in the 
Journal of March 16 (p. 432) on the above subject reminds 
us that anaesthetic methods are still far from perfect. Den- 
tistry is the only branch of surgery left in which the operator 
expects to have to rush his work on account of the inefficiency 
of the anaesthetic. Surely nitrous oxide with oxygen given 
by the nasal route is better than ethyl chloride or vinesthene 
given by the single-dose methods. The need for rush work is 
almost abolished in the case of children. In addition, by this 
method there is less danger and the nasal inhaler is less likely 
to frighten the child. Strangely enough the nasal route can 
be used in the presence of grossly enlarged adenoids and 
obvious mouth breathing. 

Although good results can be obtained with nitrous oxide 
and air with the simplest of apparatus, better results can be 
obtained with a good nitrous oxide and oxygen machine. This 
should be an intermittent-flow apparatus which is capable of 
delivering known percentages of the gases under variable 
pressure. The gases should be delivered through a wide-bore 
flexible tube to a nose-piece which has a large aperture for 
the admission of the gases and an adjustable expiratory valve. 
—I am, etc., 

D. CLENDON, M.R.C.S. 


Municipal Dental Clinic, Colchester, 
March 18 


Brachial Neuritis following Rubella 


Sir,—As I cannot find in any textbook at my disposal men- 
tion of a brachial neuritis as a sequel of rubella, I append 
brief notes of four cases occurring in my practice during the 
present epidemic. 


1. Miss A., aged 17. Rash-February 13. Patn, confined 
to the right wrist, commenced on February 16 and lasted for 
five days; there was marked loss of power. 

2. Mrs. B., aged 30. Rash February 16. Onset of pain on 
February 23 from right shoulder to finger-tips with liability 
to drop things ; numbness still persists. 


3. Mrs. C., aged 42. Rash March 2. On March 4 there 
was a sudden onset of pain in both wrists, so severe that it 
prevented sleep. The pain radiated to the third and fourth 
fingers of both hands, but was more severe in the left. It still 
persists, at night especially, with numbness when not present. 
The left grip is less than the right, and the patient says feels 
weaker. 

4. Mrs. D., aged 39. Rash March 5. Pain started on March 
8; it was chiefly in the wrists, the right being worse than the 
left, but radiated up the arms. The patient was unable to 
lift her baby. 

I think it probable that other cases would have been found 
had all patients who had rubella been questioned. The above 
all made definite complaint.—I am, etc., 

Deddington, Oxon, March 18. 


G. M. W. Hopaces. 


Carcinoma of the Penis 


Sir,—I am prompted to comment on this subject by reading 
the excellent monograph, Psoriasiform Carcinoma of the 
Penis ~ by Dr. Louis Savatard in the current edition of the British 
Journal of Dermatology and Syphilis. Under this heading the 
following three types of early. carcinoma of the penis are 
placed in one group: (1) Erythroplasie of Queyrat ; (2) Paget's 
disease of the penis: (3) Bowen's disease of the penis. I 
agree with Dr. Savatard absolutely in his grouping together 
of these three types, but would make one small suggestion that 
the descriptive term “ psoriasiform ” be omitted and “ early ” 
be substituted. I suggest this because, to the majority, the title 
suggests a dry, scaling lesion, and in no way covers the variety 
of clinical appearances of early carcinoma. 

In passing it is pleasing to note that here again the trend 
of modern dermatology is in evidence, in that correlation of 
types is attempted as against the older method of pigeonr- 
holing isolated types. The dermatologist no longer boasts of 
dealing with 300 common skin diseases. 

A typical picture of érythroplasie of Queyrat is that of a 
persistent patch, affecting the glans penis and sulcus, so shiny 
and bright red in colour that one imagines that it is an open, 
wet area which would bleed on being touched. This is not 
so. however, and one is surprised at the smoothness of the 
lesion when it is touched with the finger. A typical case of 
Paget's disease of the penis resembles a_ persistent patch 
of acute eczema of the glans penis and can be compared to 
Paget’s disease of the nipple. A typical lesion of Bowen's 
disease can be compared to a patch of chronic psoriasis from 
which the scales can be removed frequently, and yet the 
lesion continues to exist, and which fails to disappear under 
anti-psoriatic treatment. 

It will be seen that it is no easy matter, clinically, to dog- 
matize on the diagnosis of a particular case, as so many 
modijied pictures may occur. I would therefore suggest the 
following plan to the general practitioner who is faced with 
this condition in its early and puzzling stage. When he con- 
siders the differential diagnosis of a persistent lesion of the 
penis he should consider whether the lesion may be: (1) 
psoriasis ; (2) lichen planus ; (3) tertiary syphilis; or (4) early 
carcinoma. If he is then able to make up his mind and make 
a definite diagnosis he should apply the appropriate treatment 
for one month, and if at the end of a month there is no 
response to treatment, or very little, he should take further 
steps to ratify his diagnosis. This consists of performing 
biopsy and obtaining a histological report. 

I make this suggestion with the full knowledge that a great 
many people will immediately rise up and say: “Why do 
you not advise immediate biopsy on all peculiar lesions of the 
penis? ” That would be the scientifically correct course to 
pursue, but there are a number of reasons why it may be 
unnecessary. There may be, for example, other lesions of 
psoriasis or lichen planus on the body which would certainly 
justify anti-psoriatic or anti-lichen planus measures for the 
penile lesions. The important factor is this, that if biopsy is 
done after a month of unresponsive treatment and a diagnosis 
of early carcinoma is obtained histologically no great harm 
has been done, and the correct therapy—-radium—can be 
undertaken with no disastrous results to the patient. 


reac 
anc 
He 
pso 
mel 
A 
car 
pla 
dea 
sug 
ace 
can 
dou 
be 
whi 
Un 
dia: 
of 
reg. 
cau 
gen 
on 
the 
alle 
will 
but 
and 
Sav 
mal 
cor 
the: 
“to 
rad 
| 
sug 
test 
side 
and 
stai 
regi 
fort 
to 
— avo 
life 
the 
mai 
B 
S 
the 
duc 
fro: 
| det: 
on 
tun 
of 
for 
the 
N 
— alik 
whi 
pla 
phy 
res] 
cha 


Marcu 30, 1940 


CORRESPONDENCE 


Tue BritisH 
MEDICAL JOURNAL 549 


It is only when early biopsy is not done or not correctly 
read that the disasters occur. A young doctor, an acquaint- 
ance of mine, was troubled by a persistent lesion of his penis. 
He consulted a very eminent authority and the diagnosis of 
psoriasis was made. The lesion failed to respond to treat- 
ment. and on further consultation the diagnosis was changed 
to that of lichen planus. Still no improvement took place. 
A change of advice was made resulting in a diagnosis of 
carcinoma of the penis. Radium therapy and eventually deep 
y-ray therapy were employed as glandular involvement took 
place. but unfortunately in vain, and this young doctor is now 
dead. This case is indeed an object lesson to all of us, and 
suggests two things: (1) that a very skilled man who is 
accustomed to making a correct diagnosis year in year out 
can be misled by the unorthodox and chameleon characteristics 
of early carcinoma of the penis; the other, that biopsy in all 
doubtful cases, advocated so strongly by Dr. Savatard, should 
be adopted generally. 

1 am afraid, however, that I shall have to disappoint those 
who think that immediate biopsy will solve their difficulties. 
Unfortunately the general pathologist hesitates to make a 
diagnosis of carcinoma without seeing well-defined evidence 
of cellular change, which only occurs much later than that 
regarded by Savatard as conclusive of the early intra- 
epidermal stage of carcinoma. This is a matter which has 
caused a great deal of argument in the past, and until the 
general pathologist and the histopathologist see eye to eye 
on this matter I would make the following suggestion: that 
the pathologist, on making his report on the biopsy of an 
alleged early carcinoma, should not merely content himself 
with the statement: “ No evidence of malignancy was found,” 
but should detail the histological deviations from the normal, 
and if these are there should state that they are suggestive of 
Savatard’s definition of early intra-epidermal carcinoma. I 
make this very definite appeal to the pathologist to give grave 
consideration to Savatard’s histological dicta, as thereby the 
therapist will be able to deal with “early carcinoma” not 
“too late carcinoma,” and so the justifiably high reputation of 
radium as the treatment of choice will be upheld. 

In dealing with lesions which may have such tragic con- 
sequences there is, I think, ample justification for my final 
suggestion. If a lesion has failed to respond to the therapeutic 
test, and biopsy is not suggestive of any of the lesions con- 
sidered under the differential diagnosis but shows thickening 
and lengthening of the interpapillary processes with deeply 
staining nuclei and mitotic figures, the lesion should be 
regarded as early carcinoma, and radium therapy employed’ 
forthwith. If this course is adopted there will be no danger 
to life. In addition, amputation and block dissection will be 
avoided. This operative measure, which may or may not save 
life. will certainly set up a permanent psychological problem, 
the seriousness of which, in the case of the young married 
man, requires no emphasis.—I am, etc., 


Bredford. March 16. ALLAN BiGHAM, M.D. 


Chemotherapeutic Theory 


Sir,—l have had a mind to write to you several times about 
the action of chemotherapeutic substances since the intro- 
duction of the sulphanilamide preparations, but have refrained 
from occupying your space as I deal with the subject in some 
detail in a book I have in the press entitled The Universe 
through Medicine. 1 feel constrained to break my silence 
on this occasion as I see in your issue of March 9 an oppor- 
tunity to throw some light upon three problems: (1) the action 
of the sulphanilamide preparations, (2) the explanation for the 
formation of met- and sulph-haemoglobin, ‘2; the action of 
the amidine compounds in trypanosomiasis and leishmaniasis. 

My investigations lead me to infer that all invaders act 
alike and in a physical manner upon the host’s main resistance, 
which resides in what 1 call the “protein particles” in the 
plasma. These protein particles are made to undergo first 
dehydration and then hydration. In the first, chemico- 
Physical change activity, or energy, is liberated and is 
responsible for fever. In the second, chemico-physical 
change activity is conserved and the particles use it 


for their own metabolism, instead of conveying it to the 
cells of the tissues and organs. The manifestation of disease 
resulting and the area in the body where it appears are regu- 
lated by the extent to which the cells are robbed of their 
supply of activity. In this way the hydrated protein particles 
become public enemy No. 1. 

Chemotherapeutic products are but invaders, and the action 
of most of them is twofold: to restore the dehydrated protein 
particles to normal, and to disperse the hydrated protein 
particles. The first action is effected through so-called posi- 
tively charged atoms or groups, what I refer to as radiating 
activity to the protein particles, and the second through 
so-called negatively charged atoms or groups, attracting 
activity from the protein particles. Invaders act for the most 
part by attracting activity from the host’s first line of defence. 
Robbing the protein particles of activity is reflected upon the 
red blood corpuscles, and the latter conserve their energy when 
the former undergo hydration. This step interferes with the red 
blood corpuscles acting as radiators of activity to the protein 
particles, the action I infer the latter to have. Certain of the 
oxygen atoms in the red blood corpuscles are intimately con- 
cerned in the exhibition of the radiation of activity, and they 
are prevented from acting in this way when the red blood 
corpuscles undergo hydration. The result of interfering with 
the part oxygen plays in the cycle of attracting, storing, 
and radiating activity is to convert oxyhaemoglobin into 
methaemoglobin. Should the process extend to the depth of 
the red blood corpuscles, where sulphur plays the role oxygen 
plays on the surface, sulphaemoglobin is formed. Met- 
and sulph-haemoglobinaemia are therefore merely indicators 
of the extent to which the red blood corpuscles have been 
called upon to store their energy, instead of attracting and 
radiating it. Energy is stored when the constituents become 
more firmly “linked” together. I use the term “ linked,” 
because most of the links in Nature are forged out of 
oxygen. 

In sulphapyridine the sulph-amino-pyridine group, being 
so-called positively charged, functions as a radiator of activity, 
and both restores the protein particles being subjected to 
dehydration to normal, and those being sent into the crystal- 
line state to the colloid state. The aniline amino group, 
being so-called negatively charged, disperses the hydrated 
protein particles, and it is when this action is carried too far, 
or the protein particles are hydrated again, that met- and 
sulph-haemoglobinaemia are apt to be formed. In 4:4- 
diamidino-stilbene one of the H,.NHNCC,H, groups functions 
as the radiator and the other as the disperser. Different atoms 
and groups exhibit the functions of attracting and radiating 
activity to a varying extent, and the grades of dehydration and 
hydration the invaders make the host’s main resistance under- 
go are influenced by the level of condensation they have 
reached. This. statement means that the chemico-physical 
changes the protein particles undergo differ in degree and 
therefore require differently constituted atoms or groups to 
correct them. The action of the atoms or groups is influenced 
by the size of the vehicle employed to carry them. When finer 
methods than those now employed exist to measure the grades 
of dehydration and hydration the protein particles are made 
to undergo by the invaders, no difficulty will be experienced 
in determining the kind of atom or group required to restore 
the resistance to normal and the nature of the vehicle needed 
to carry them. Indeed, it is possible even now to supplant 
the trial-and-error method of conducting chemotherapeutic 
research by one which rests on a rational basis. This state- 
ment allows me to say in conclusion that the arsenobenzene 
products, the symmetrical urea compounds, the sulphanilamide 
preparations, the amidine substances, etc., act fundamentally 
in the same way.—I am, etc., 


London, W.1, March 10. J. E. R. McDonacu. 


The Tourniquet 


Sir,—There are many reasons for being disturbed as to the 
application of the tourniquet by first-aiders and auxiliary 
nurses. Proper teaching is fundamental: its dangers, its 
painfulness, and its being used (except in obvious cases) as 
a last resort; that elevation of a limb where possible with 
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usual methods of digital (direct or indirect) pressure, pad and 
bandage, will succeed in most cases; further, that the femoral 
artery is the principal artery where the tourniquet is most 
likely necessary; yet some first-aiders have replied to the 
question, “On which artery would you apply it?” by men- 
tioning nearly every main artery. Circumstances alter cases, 
and the period for which it is likely to be on too long will 
vary with the distance the patient is carried; so rigid rules 
in the absence of some qualified help will be difficult to lay 
down. It is too often forgotten that the release of a tourniquet 
will often induce secondary shock by the sudden release of 
blood pressure in the previously shocked. Where a tourniquet 
has been applied it is an advantage to raise the lower end of 
the stretcher, and this should be done before the tourniquet is 
finally released. 

Your correspondents have shown the dangers of the present 
pattern of the Samway tourniquet. 1 have seen two nurses 
struggling to get it tightened on to what was presumably an 
uncalled-for application of it, and a strong man found it 
difficult to fit on the catch. In the hands of many first-aiders 
it is going to be the most costly equipment the Ministry of 
Health has sent to first-aid posts. so far as lives are concerned. 
Of made tourniquets the St. John is the only one for first- 
aiders, but the use of improvised tourniquets by means of 
elastic types, etc., will be more safely taught. The only way 
a first-aider could keep a limb cold would be to keep it 
uncovered after dressing where necessary.—lI am, etc., 

March 20. A. G.N. 


Napkin Rash 


Sir,—I am glad to see that Dr. I. Gordon in his very 
helpful paper in the Journal of March 9 (p. 383) draws atten- 
tion to the condition of ammonia dermatitis in infancy. This 
form of “napkin rash” is, I agree, extremely common, but 
despite this fact it seems only too often to go unrecognized. 
This is a pity, since appropriate treatment is then unlikely to 
be applied. 

I have experienced no difficulty in the use of perchloride of 
mercury for this purpose in hospital out-patient practice, and 
have been in the habit of prescribing a 1 in 1,000 solution, 
cautioning the mother about its poisonous nature, and advising 
her to dilute 5 oz. of the solution supplied with three to four 
times as much water (a 1 in 5,000 solution appears to be as 
effective as one of | in 4,000 strength) and to soak the napkins 
in this. I, personally, have found boracic acid solution also 
efficacious, but it is necessary to soak the napkins in a 
saturated solution before wringing out and drying.—I am, etc., 

Brentwood, Basen, March 20. KENNETH TALLERMAN. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 


At a Congregation on March 15 the following medical 
degrees were conferred: 
M.Cuir.—*A. H. M. Siddons. 
M.B., B.Cuir.—*K. P. S. Caldwell, *J. D. H. Iles, *N. B. 
Eastwood, C. B. Nesfield, *L. M. Reid, T. 1. Stoate. 
By proxy. 


UNIVERSITY OF LONDON 


Professor F. R. Fraser has been appointed a representative 
of the Faculty of Medicine on the Senate. 

The degree of D.Sc. has been conferred on W. H. Newton, 
M.D., University Reader in Physiology at University College. 


UNIVERSITY OF LEEDS ‘ 


The following candidates es been approved at the examina- 
tions indicated: 

M.D.—I. D. Riley. 

DIPLOMA iN PsyCHOLOGICAL MepiIcine.—M. Jeffrey. 

Finat M.B., CuH.B.—Part II: *H. Petty, *R. B. Zachary, 
+P. Austin, +S. Long, TE. E. Rawlings, +R. E. Shaw, 
7W. Thompson, +L. Watson, C. Bremer, . Margaret Child, 
G. Collomosse, S. S. Freedman, Margaret D. Hamilton, E. G. 
Hardy, W. R. "Heylings, G. H. Illingworth, D. Lambert, 
Lask, K. G. Marshall, Mary S. Nicholson, L. Rosenthal, R. A. 


ee N. Stirling, I. M. Vites, W. K. J. Walls, H. D. Whiteley, 
. A. Wilson, J. Wilson (a), J. Wilson (b), S. T. Winter, S. Wray, 
* With first- class honours. + With second- class honours. 


The following scholarship and prizes have been awarded: 
Infirmary Scholarship and Littlewood Prize, J. Davies. Butter- 
worth, McGill, and Edward Ward Prizes, R. B. Zachary, 
Hardwick Prize, L. Watson (proxime accessit, H. Petty). 


UNIVERSITY OF SHEFFIELD 


The following candidates have been approved at the examina- 
tions indicated: 

M.D.—J. E. Edson, M. J. Pivawer. 

Fina M.B., Cu.B.—Parts I] and IT: *3J. Wainwright, +R. W. 
Hall, ¢C. W.. Lawson, +Arna- E. Rides, V. H. Allan, Joy: S. L. 
Allott, W. <3. 3S; Damms, K. H. Hardy, J. E. Healey, J. D. Morgan, 
E. Robinson, R. A. Trevethick. 

* With first-class honours. + With second-class honours. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At a meeting of the College on March 18 Sir Robert Hutchison 
was re-elected President. 
Diplomas 


Diplomas in Ophthalmic Medicine and Surgery were con- 
ferred on the fifteen candidates whose names are printed in 
the repert of the meeting of the Royal College of Surgeons of 
England published in this column, as are the names of the 
ten candidates upon whom were conferred the Diplomas in 
Tropical Medicine and Hygiene. 

Diplomas in Medical Radiology were conferred on L. H, 
Athle and Margaret G. Bell. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


A meeting of the Council of the College was held on March 
14, with the President, Mr. Hugh Lett, in the chair. 

The John Hunter Medal and Triennial Prize were awarded 
to Lionel Ernest Howard Whitby, M.D., M.R.C.S., for his 
research work in “ Bacteriology with Special Reference to the 
Sulphonamide Compounds.” 

Mr. Sampson Handley and Mr. W. H. Ogilvie were re- 
elected representative members of the Council of the Imperial 
Cancer Research Fund: Mr. Eardley Holland was reappointed 
as the representative of the College on the Central Midwives 
Board; and Mr. E. B. Dowsett, M.R.C.S., L.R.C.P., was 
appointed as the Visitor of the College to the Dental School of 
the Egyptian University for the year 1940. 

A letter was read from the Medical Director-General of the 
Navy thanking the College for providing medical and surgical 
journals at certain naval hospitals. 

It was reported that the Barbers’ Company had renewed 
the grant of £10 10s. per annum for the purposes of the 
&homas Vicary Lecture. 

Diplomas 


Diplomas of Fellowship were granted to the following 
twenty-two candidates: 

~~ H. F. Brain, H. Spencer, R. MclI. Paton, H. W. C. Fuller, 
A. K. Pardhy, * Johnson, D. A. Richmond, R. V. Coxon, 
C. A. R. Schulenburg, N. G. Godfrey, 3. %3; Brown, A. J. Craig, 
J. S. Darling, W. C. Gledhill, R. A. Mogg, K. A. Moore, A. H. 
Shaaban, J. Singh, M. J. L. ’Stening, A. E. Williams, R. Wilson, 
J. M. Yeates. 


Diplomas of Membership were granted to the following 
twelve candidates: 

J. McW. Battersby, H. A. Blackford, G. Clayton, H. R. Hudd, 
W. L. R. Kenyon, W. R. Lodewyke, L. J. Lopez-Garcia, C. R. 
Morgan, I. C. B. Pearce, Barbara M. Sibbald, Margaret Ee: as 
Slater, W. P. Sweetnam. 


Diplomas in the following special subjects were granted 
jointly with the Royal College of Physicians of London: 

TropicaL MEDICINE AND HyGIENE.—-P. Baer, G. Brecher, F. C. 
Collingwood, S. Durham, S. V. Garde, B. Levi Della Vida, 
E. Nassau, E. L. Ottolenghi, E. Seidenman, S. Tayebbhoy. 

OPHTHALMIC MEDICINE AND SurGery.—S. C. Barory, S. G. 
Corner, D. J. H. Douglas, W. G. Hutton, A. B. Irani, C. S. 
Krishnamurthi, Laura H. Macfarlane, H. Mallek, Dorothy Miller, 
R. L. Naylor, J. W. L. Price, A. C. Reid, S. N. Sen, K. H. Singh, 
P. Wilson. 

Moynihan Lecture 


The first Moynihan Lecture will be delivered in the Theatre 
of the College in Lincoln’s Inn Fields on Thursday, April 11, 
at 4 oclock p.m., by Mr. Ernest W. Hey Groves, M.S., 
F.R.CS.. on the life and work of Moynihan. Fellows and 
Members of the College are invited to attend. Students and 
others who are not Fellows or, Members will be admitted 
on presenting their private visiting cards. Tea will be served 
before the lecture. 
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Obituary 


SIR PATRICK PLAYFAIR LAIDLAW, 
ERS, FRAP. 


We announce with regret the death in his 59th year, on 
March 20, of Sir Patrick Laidlaw, head of the Depart- 
ment of Experimental Pathology and Deputy Director of 
the National Institute for Medical Research. Laidlaw 
was educated at the Leys 
School, Cambridge, and St. 
John’s College, where he 
was a scholar. He received 
his medical education at 
Guy’s and took the Cam- 
bridge B.Ch. in 1907. He 
was a demonstrator in phy- 
siology and Sir William 
Dunn Lecturer in Pathology 
at his old hospital, holding 
the latter post from 1914 till 
1922, when he joined the 
staff of the Medical Re- 
search Council. He was 
elected F.R.S. and F.R.C.P. 
in 1934. Laidlaw was given 
B.M.A. scientific grants in 
1908 and 1914. In 1938 he was awarded the Stewart 
Prize “ for the recognition and promotion of research into 
the origin, spread, and prevention of epidemic disease.” 


Sir HENRY DALE writes: 


On the night of March 19 Sir Patrick Laidlaw died in 
his sleep, being in his fifty-ninth year. The cause of death 
discovered was coronary infarction. His health had 
shown signs of failing for a few years past, and reaction 
had followed the stimulus given by a new research enter- 
prise in recent months, though with no symptoms more 
definite than a sense of declining strength and endurance. 
Poliomyelitis in childhood had left him with a lameness 
which, though not conspicuous, had caused him increasing 
pain and fatigue as the years passed, and deprived him of 
the renewal of health which a golfing or sailing holiday 
had been able to give when he was younger. No weari- 
ness of body or spirit, however, could prevent Laidlaw 
from giving freely the help and counsel on which all in 
contact with him had come to rely, out of the riches 
of his knowledge, his genius, and his wisdom. 

He was the sen of the late R. Laidlaw, M.D., who, 
after a period of medical and administrative service in the 
Seychelles Islands, settled in Cambridge in 1897 to educate 
his family. Myself still a student, I was in that year 
teaching a biology class in my old school at Cambridge, 
The Leys, and among my few pupils was a delicate, shy 
boy of 16, P. P. Laidlaw, who showed such unusual 
aptitude and intelligence that I felt certain that we should 
hear of him again. I lost touch with him for a few years, 
but knew that he had passed on to St. John’s College with 
a scholarship. Before his student course was completed 
he had published several short notes on anatomical 
anomalies which he encountered, and in 1904, when he 
was 23, came a short paper on blood pigments, dealing 
with experiments which he had made during the final 
year of his course for the Tripos. Here was already an 
astonishingly mature and elegant research, showing the 
Precision, insight, and enterprise which characterized all 


his later work, and a quiet modesty of presentation which 
was part of his nature. Among other findings, he had 
not only confirmed Church’s identification of the curious 
bird-feather pigment, turacin, as a porphyrin derivative 
containing copper, but had made it artificially in the 
laboratory by simply boiling blood porphyrin with an 
ammoniacal copper solution. 

Laidlaw passed on to Guy’s Hospital, and when I next 
made closer contact with him, in 1909, he was demon- 
Strating physiology there, though all were agreed that 
distinction was equally open to him in clinical medicine 
or pathology, if either should be his choice. We found 
that, by accident, we were working independently on an 
active principle of Apocynum cannabinum, supplied: to us 
by different chemists who had isolated it, and we agreed 
to work on it together. To my great joy Laidlaw then 
accepted an invitation to join me at the Wellcome Labora- 
tories, and for the next four years I had his perfect 
collaboration, in a period when work on the amines was 
moving rapidly. The first detailed studies on histamine 
were his work as much as mine, and together we enjoyed 
other explorations too numerous for mention here. Then 
the chair of pathology at Guy’s fell vacant, and Laidlaw 
was persuaded to accept appointment, though not very 
willingly, as he disliked change and was inclined to shrink 
from responsibility. 

The war of 1914, which broke cut when he had held 
his new appointment for about a year, bore very heavily 
upon him. With a depleted department he had to carry 
a heavy load of teaching and routine, and two dearly 
loved brothers fell in action. He was tired and sad, but 
made time for joint work with me and with A. N. 
Richards from Philadelphia on some relevant develop- 
ments from the earlier histamine work. 


After the war, when the staff of the National Institute 
had come together in its present home, the Medical 
Research Council, on the initiative of the late Sir William 
Leishman, asked us to consider a new scheme of researches 
on infective viruses. An addition to staff was desirable, 
and the man we sought was one with experience and 
achievement, indeed, in fields of infective pathology 
already explored, but especially one with the wide scien- 
tific equipment and versatility needed for advance into 
territory so largely new. I was confident that Laidlaw 
had the gifts which were needed. My colleagues who 
were more directly concerned with the new development, 
but who then knew less of Laidlaw, agreed to his appoint- 
ment, and he came to the Institute in 1922. The late 
S. R. Douglas, one of the most unselfish of men, gave 
him full scope for independence and scientific leadership, 
and when Douglas died and Gye had left us Laidlaw 
became the natural head of that side of the Institute's 
activities. His work with Dunkin on dog distemper is 
already a classic in the history of research on virus 
diseases, as the Royal Society recognized in awarding 
him a Royal medal. The technique thus developed 
enabled him later, with Andrewes and Wilson Smith, to 
reveal a transmissible virus as the primary infective agent 
in human epidemic influenza, and from that discovery 
have grown investigations still in progress all over the 
world. These two researches will probably be remembered 
most prominently among Laidlaw’s achievements, but he 
found time also for others of great beauty and impor- 
tance, with colleagues engaged in widely different fields. 
Such, for exampie, was his work with Dobell on the 
cultivation of parasitic amoebae and the effects of drugs 
on the cultures, and with the late H. W. Dudley on the 
specific carbohydrate haptene of tubercle bacilli. Laidlaw, 


| 

ley, 
ry. 
3 
L. 
an, 
on 
on- 
in 
of 
the 
in 
H. 
) 
‘ch 
led 
his 
the 
re- 
ial 
led 
ves 
vas 
of 
the 
cal 
ed 
the 
ing 4 
er, 
on, 
ig, 
H. 
on, 
ng 
id, 
R. 
A. 
ed 
Ja, 
G. 
er, 
zh, 
ire 
nd 
nd 
ed 
ed 


552 Marcu 30, 1940 


OBITUARY Tue 


MEDICAL JouRNaL 


indeed, was th: one member of ‘our staff of whom it 
could be said with confidence that he had the range of 
knowledge and the inspived ingenuity in its application 
which would have enabled him to give valuable collabora- 
tion to almost any member of the Institute’s staff, with 
their wide variety of specialized interests and iechnical 
equipments. He was the one among us to whom any 
could go for fruitful criticism and often brilliant sug- 
gestion, and with the certainty of his generous and wise 
interest in a colleague's difficulties and hopes. 

The growing recognition in recent years of what 
Laidlaw’s work meant to medical science came almost 
in spite of himself. He had but small reserve of energy 
for teetings, and his growing disability made him shrink 
from travel; he had no natural facility of speech and a 
definite dislike of it in public. Nevertheless his Linacre 
Lecture on “Experimental Influenza~ and his Rede 
Lecture to Cambridge University on * Virus Diseases 
and Viruses” give permanent though imperfect record of 
his quality. He was honoured by knighthood in 1935, and 
on the day of his death he had shown me, with obvious 
though shy pleasure, a letter informing him that his old 
college, St. John’s, Cambridge, had elected him to an 
honorary fellowship. His genuine modesty and dislike 
of self-assertion, however, made it difficult for any but 
the few who worked with him daily to be fully aware 
of the rank due to him among the great medical investi- 
gators of our time. To me personally the renewal of 
association with Laidlaw, and the sharing with him of 
scientific direction in recent years, has meant more than 
I can acknowledge. Always ready to guide with his 


- sound judgment, or to accept responsibility for irksome 


details of administration or of planning, but always reluc- 
tant to have his help acknowledged, he was to me, as to 
all who worked with him, an unselfish, generous, and loyal 
friend. As the days pass we shall feel the loss of him 
more and more, and in ways unnumbered. 


|The photograph reproduced is by Russell, London.] 


CHARLES SLATER, M.A., M.B., F.C.S., 
Consulting Bacteriologist, St. George’s Hospital 


With the passing on March 15 of Charles Slater in his 
eighty-fourth year St. George’s Hospital and Medical 
school lose a most loyal and generous, but unobtrusive, 
benefactor, for he seemed to follow the dictum that it 
is more blessed to give than to receive both as regards 
devoted service and his wealth. Tall, spare, and easy to 
approach for help, he was retiring almost to a fault, 
reticent, and entirely free from any trace of self-assertion. 
It is .‘ifficult to imagine that he ever spoke unkindly of 
anyone. He had many warm friends, especially among 
those connected with St. George’s before it ceased to be 
a complete medical school, such as the late Sheridan 
Delépine, Clinton Dent, a brother mountaineer, George 
Buckmaster, and Cyril Ogle, and was a member of the 
Alpine and the United University Clubs. Educated at 
Clifton and at St. John’s College, Cambridge, where he 
was a scholar, and later established a research student- 
ship of about £90 a year for advanced study and research 
in some branch of physical or natural science, he was 
placed in the second class of the Natural Sciences tripos 
in 1878, and proceeded to the degrees of M.A., M.B. in 
1885. Entering St. George’s Hospital Medical School in 
1881, he was medical registrar in 1887, lectured tempor- 
arily on chemistry, and on bacteriology from 1889 to 
1913, when he became consulting bacteriologist to the 


hospital. He was a reader in this subject in the Uni- 
versity of London ; for a time joint editor of the Reviews 
of Bacteriology, and was the author of Elementary 
Chemistry (with M. M. Pattison Muir of Caius College, 
Cambridge), and of an Atlas of Bacteriology in 1898 
(with H. R. D. Spitta). For many years after his profes- 
sional retirement he was a member of the House Com- 
mittee of the hospital and of the semanas Morley’s 
Convalescent Hospital at Wimbledon. 
H.R. 


EDWARD MAPOTHER, M.D., F.R.C.P., 
Late Medical Superintendent, Maudsley Hospital 


English psychiatry has suflered a great loss in the death 
on March 20 at the age of 58 of Edward Mapother, 
Professor of Psychiatry in the University of London, 
and Medical Superintendent of the Maudsley Hospital 
since its opening. 

Born in 1881, the son of a former President of the 
Royal College of Surgeons of Ireland, Mapother was 
educated in England, first at University College School, 
then at University College 
and University College 
Hospital, where distin- 
guished himself as a 
student. He graduated M.B. 
in 1905, and three years 
later gained his doctorate. 
As houseman Risien 
Russell and Victor Horsley 
he acquired a knowledge and 
interest in neurology which 
never left him. The bent of 
his mind was towards medi- 
cine, though he went the 
length of obtaining his 
F.R.C.S. in 1910. In a tor- 
tunate hour he decided to 
enter the mental hospitals 
service of the L.C.C. He was the youngest of an excep- 
tionally able group of men appointed to the staff of the 
newly opened Long Grove Asylum, where he remained 
until 1914, when he joined the R.A.M.C. He was sent 
to Mesopotamia and later to France. Afterwards he 
was put in charge of the two hospitals at Stockport con- 
stituting the Neurological. Division of the 2nd Western 
General Hospital. In September, 1919, the Maudsley 
was opened by the Ministry of Pensions as a centre for 
the treatment of war neuroses, and Mapother was made 
medical superintendent. From this position, with an in- 
terval of service at Long Grove, he became medical 
superintendent of the Maudsley when it was at last 
opened by the London County Council in 1923, to fulfil 
the purposes of teaching, treatment, and research for 
which Henry Maudsley had endowed it. 


Under Mapother’s hand the development of the hospital 
was sure and rapid. He had seen clinics abroad, and he 
had firm beliefs of his own as to what psychiatry should 
be and what the Maudsley should do. He set himself a 


task which became heavier as his aims were realized: 


the hospitals organization became more complicated, its 
functions more numerous ; but Mapother was tireless and 
devoted. He was also engaged in private practice, but in 
spite of increasing ill health his thoughts and energy were 
given to the hospital with which he identified his life and 
purposes. He was told over and over that he was wearing 
himself out—he had severe asthma and pulmonary fibrosis 
—but he refused to accept any limitation that was -not 
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absolutely and ineluctably forced on him by his body. 
He was constantly at work, even in the last two years, 
when his health had almost completely’ broken down: 
the reorganization of the medical staff was then his chief 
preoccupation, and it was a great disappointment that the 
outbreak of war prevented his seeing this put into effect. 
He had felt strongly that the duties of his position were 
too much for one man and that his administrative func- 
tions should be separated from those of director of clinical 
teaching and research ; he wanted also to see the recruit- 
ment and advancement of the medical staff made more 
like that of the other teaching and postgraduate hospitals. 
He had also been desirous of getting a neurological 
“block * built at the hospital, to complete the series of 
structural changes and additions which had come 
about as the result of his foresight and energy. Thus 
the new out-patient department, the children’s block, and 
the private wing, opened by the Earl of Athlone in the 
summer of 1939, represented his convictions about the 
needs and duties of the hospital, and the plans for these 
buildings were substantially his work. He often encoun- 
tered opposition, and usually foresaw where it might 
come, but it did not deter him, for he was more disposed 
to controversy than to conciliation, and believed in grasp- 
ing his nettles. A liveliness of comment which he per- 
mitted himself when discussing the more extravagant 
claims for psychological treatment led many to assume in 
him a nihilism which was far from being the case. But 


he had no time for dualism, and the postgraduate students 


who came in increasing numbers from this country and 
over-seas to learn psychiatry at the Maudsley were certain 
to be stimulated to look at every human being who came 
their way with neurotic or other mental disabilities as a 
unitary organism in which the physical aspects required 
as full consideration as the psychological. He expressed 
his views in his notable and characteristic presidential 
address to the Section of Psychiatry of the Royal Society 
of Medicine in 1933, and in his Bradshaw Lecture to the 
Royal College of Physicians in 1936. The clinical sub- 
jects to which he had devoted his particular attention were 


_ the alcoholic psychoses, on which he delivered the Norman 


Kerr Memorial Lecture to the Society for the Study of 
Inebriety in 1938; head injury; and war neuroses, of 
which he had a vast experience, gained not only during the 
war and the Ministry of Pensions tenure of the Maudsley, 
but subsequently, also, as chief consultant to the Ex- 
Services Welfare Society. His opening address at the 
yearly medical conferences which he organized for this 
society were valuable contributions to a topic that is now 
again prominent and urgent. Mapother was a sound 
clinical psychiatrist in the English tradition ; his knowledge 
and practice were rooted in personal experience ; he was 
Wise rather than subtle in his understanding of a case, 
thoroughly sensible, and free from pedantry or humbug. 
A precise date was worth more to him than a woolly 
interpretation ; he wanted evidence, not impressions or 
labels. The temper of his mind was in fact strongly 
dialectical ; he was not serene and detached, but eager, 
pertinacious, argumentative, scathing in criticism or 
powerful in support, a resourceful and effective reformer. 


An outstanding feature of Mapother’s work at the Maudsley 
was his capacity for gathering able men around him. He 
encouraged them to develop their bent and made no attempt 
to impose a uniformity of research interests and clinical 
method once their psychiatric foundations were laid. Thus 
a number of Freudians were able to gain appointments on his 
Staff. though he was himself, as is well known, averse from 
the extreme Freudian tenets. He was also glad to find places 
at the hospital for distinguished psychiatrists from other 


countries, and had embarked on this policy some years before 
persecution abroad quickened the flow and made it possible 
for him with the help of the Rockefeller grant to provide 
hospitality and research opportunities to several men of 
capacity and assured reputation who had had to leave their 
native country. 

His interest in psychiatric education was intense, and the 
success of the Maudsley as the chief postgraduate centre for 
psychiatry in England was largely his doing. The creation 
of two chairs at the Maudsley Hospital, and his appointment 
to that of clinical psychiatry, were testimony to his successful 
efforts to make his subject a prominent branch of medicine, 
soundly taught and advanced by research. The continuance 
of this recognition by the University of London, with all that 
a professorial chair implies, seemed to him the best guarantee 
that psychiatry would not slip back. Mapother never took a 
narrow -view of his duties as professor, or supposed that they 
were entirely limited to his work at the Maudsley. Thus he 
was glad to give a series of lectures at the British Post- 
graduate School, in spite of his failing health. As physician 
in psychological medicine to King’s College Hospital he 
arranged courses for the students of the different clinical years 
which were comprehensive and far in advance of the 
customary undergraduate training in the subject. The liaison 
he established between King’s College Hospital and the 
Maudsley was an intimate one, strengthened for several years 
by the tenure of a ward at King’s run by the Maudsley staff. 
He was also consultant to St. Francis Hospital, an 
observation ward near the Maudsley, which he utilized for 
postgraduate instruction: and was for a time psychiatrist to 
the Maida Vale Hospital for Nervous Diseases, and was 
consultant to the Queen Alexandra Military Hospital at 
Millbank. He was a member of the Council of the Royal 
College of Physicians in 1937 and 1938; and he often acted as 
examiner for the Colleges and for various universities here 
and in the Dominions. His interest in the future of psychiatry 
in the Dominions was considerable. One of his colleagues 
had been appointed to the chair of psychiatry in Sydney and 
another to that in Montreal ; many of his staff and of the post- 
graduate students had come from Canada, Australia, or New 
Zealand. In 1938 he made an extended tour of Indian 
mental hospitals and wrote for the Government of Ceylon 
a masterly report which was published there as a Government 
White Paper. This was a work of practical mental hygiene 
which appealed to him strongly. 

The furtherance of research was always with him a major 
preoccupation. His work in this direction obtained the 
support first of the Commonwealth Fund of America, which 
established research fellowships at the Maudsley, and later 
of the Rockefeller Foundation, which gave generous help both 
in the endédwment of full-time research and in the awarding 
of Fellowships for America and Europe; there were very 
few of Mapother’s staff who had not at one time or another 
had a fellowship for such training. For Mapother it was in 
research that the chief hope of psychiatry lay. He was dis- 
satisfied, as all thoughtful and experienced psychiatrists must 
be, with our present knowledge of cause, pathology, and 
treatment; and he did not believe that there would be any 
short cut to progress. Somatic and genetic investigations 
had more attraction for him than psychological, because they 
proceeded from a more established scientific background, but 
he was well aware of the relevance of psychological and social 
studies. Anyone who wished to follow such lines could 
count on his critical but active support. He saw it as his 
function to encourage serious workers in any department of 
psychiatric research, rather than to prescribe subjects and 
methods to mediocre and half-hearted investigators. Perhaps 
a more masterful policy would have made his _ personal 
influence even greater than it was. There were many able 
men, keen on research, who would have welcomed his personal 
supervision and guidance, but the burden of his and their 
duties made this impossible for him. If it had not been for 
his tireless capacity for work and the unceasing help of his 
wife he could never have done his remarkable service to 
the Maudsley Hospital and to English psychiatry. 


[The photograph reproduced is by Elliott and Fry, Ltd.]} 
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H. R. OSWALD, M.D. 


The death of Henry Robert Oswald deprived the 
country of an unusually faithful type of what is now 
called the old order. Dr. Oswald was for over thirty 
years a London coroner and exemplified in his person 
the high-minded Victorian public servant, unsparing of 
effort and not a little intolerant. He was full of rich 
humanity but a staunch advocate of capital punishment, 
the scope of which he would have desired to see extended. 
Like many coroners, he had a varied career before he 
settled down to inquire judicially into the most sordid 
aspects of life. The eldest son of a senior officer in the 
Indian Medical Service, he was at first intended for the 
Indian Civil Service, but followed his own bent and 
qualified in medicine at Edinburgh University in 1875. 
He practised for a number of years, obtaining his 
doctor’s degree in 1881. In 1890 he became a student 
of the Middle Temple ; he was called to the Bar in 1894 
and practised at the Old Bailey. After some years’ 
service as deputy coroner in various London districts and 
in the Kingston district of Surrey, he was in 1902 
appointed coroner for the South-Eastern District. Just 
after the world war he was appointed to the Western 
District, where he sat until 1930. During his career he 
conducted between 20,000 and 30,000 inquests, including 
some which attracted great popular attention. He 
inquired into the death of Ronald True’s victim, and into 
the Stratton case, the first in which finger-prints were 
used in evidence. Many members of this Journal have 
read and enjoyed his Memoirs of a London County 
Coroner, that colourful scrapbook of crime, detection, 
and bravery. Dr. Oswald passed through the chair of 
the Coroners’ Society in 1922 and was a member of the 
Medico-Legal Society. He survived most of his contem- 
poraries, but leaves many younger friends to miss him. 


NORMAN PORRITT, L.R.C.P. 


The death took place recently of Dr. Norman Porritt, 
who was for many years a member of the honorary staff 
of the Huddersfield Royal Infirmary, and later practised 
in North Wales. Dr. Porritt, whose father was one of 
the pioneers of the wool trade in the West Riding, was 
born at Huddersfield eighty-two years ago. He was edu- 
cated privately and at Leeds University, and took the 
M.R.C.S.Eng. in 1879 and the L.R.C.P.Lond. in 1880. 
For a year or two he was senior assistant house-surgeon 
at Leeds General Infirmary, and he then returned to his 
native town, becoming senior house-surgeon at the Royal 
Infirmary there, and in 1883 he was elected honorary 
surgeon. This position he held until 1904, when he 
became consulting surgeon to the institution. Dr. Porritt 
practised in Huddersfield for thirty years. His special 
interest was obstetrics, and quite early in his career he 
was awarded the Fothergillian gold medal of the Medical 
Society of London for a thesis dealing with certain aspects 
of maternity work as applied to general practice. Many 
years later, in 1926, he was the first recipient of the Sir 
Charles Hastings prize of the British Medical Association, 
which he obtained for a clinical study of “ The Abdomen 
in Labour.” In 1934 an Oxford Medical Publication 
appeared under his name entitled The Menace and Geo- 
graphy of Eclampsia in England and Wales. He was 
interested also in ophthalmic work, and in 1912 he left 
Huddersfield and took up an ophthalmic surgeon’s prac- 
tice at Bettws-y-Coed, North Wales. Later he retired io 
Penrhyn Bay, Llandudno, where he indulged his pen, 
which even in a busy practice had always tempted him. 


OBITUARY 


He was the author of two novels. The first of these, 
entitled Cornered, which appeared in 1891, was a curious 
one for a provincial surgeon to have written, for it dealt 
with the life of the City of London. The second novel, 
The Factory King, bore the trace of his long contact with 
industrial Yorkshire. Dr. Porritt never reached high levels 
of inspiration as a writer of fiction, but his writings 
revealed a great deal of common sense and human under- 
standing, with here and there a touch of fun. He was 
also the author in 1905 of a book entitled Religion and 
Health : Their Mutual Relationship and Influence. He 
Was a member of the Society of Authors, and he also 
interested himself in the working journalist. Dr. Porritt 
joined the British Medical Association in 1880, immediately 
after qualifying, and although he resigned when he retired 
from practice, he withdrew his resignation after a very 
brief interval, and remained a member until his death. 
Sixty years of membership, although perhaps not a record, 
can enly rarely be equalled. He was at one time chair- 
man of the Huddersfield Division, and he was also a 
prominent member and past president of the Huddersfield 
Medical Society. 


We announce with regret the death on February 4, at the 
age of 66, of Dr. Davin Scurtock, ore of Swansea's most 
popular and best-known practitioners. Dr, Scurlock received 
his medical education at St. Mary's. He gained a Senior Open 
Entrance Scholarship in 1905 and the General Proficiency 
Scholarship in his third year. He was house-physician to St. 
Mary's and casualty house-surgeon to the London Temperance 
Hospital. Before qualifying he was a pharmaceutical chemist. 
Dr. Scurlock was a good linguist, having spent much time in 
Germany, Italy, Switzerland, and France. He started practice 
in Swansea in 1918, and was popular with his colleagues and 
his patients. He had been a member of the B.M.A. since 1912, 


Medical Notes in Parliament 


The Budget will be opened on April 23. 


In the House of Lords on March 21 the Royal Assent 
was given to the Old-age and Widows’ Pensions Act. 


Army Medical Services Debate 


The report stage of the Army Estimates was on March 14. 
Mr. Hatt recalled a reply in which Mr. Stanley said he 
would consider the use of the services of osteopaths as and 
when that was possible, if the osteopaths also possessed a 
medical degree. Mr. Hall said that only seven osteopaths 
in this country also possessed medical degrees. It was an 
old-fashioned view that they could be of little use to the 
Services unless they also had a medical degree. He hoped 
the Minister would consider the representations made to him 
by osteopaths and use their services to a much greater extent. 


Miss IRENE Warp said the House was grateful to Mr. 
Stanley for investigating hospital administration and for ihe 
many alterations which had been made. She asked for a 
re-examination of the schedules of equipment which required 
modernizing. The same applied to some of the _ hospital 
accommodation in France., She asked Mr. Stanley to examine 
the question of putting into the hands of the Ministry of 
Health the nursing of troops in civil hospitals. During the 
epidemics of German measles and influenza the civilian 
hospitals had not wished to take severe cases. It would be 
more satisfactory if the whole of the hospital arrangements 
were in the hands of the War Office. There should be hospital 
accommodation between the big civil hospital type and the 
small regimental type on the lines of the hospitals which were 
established during the last war. 

Sir FRANCES FREMANTLE said that, so far as the Parlia- 
mentary Medical Committee had examined mistakes, few could 
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be attributed to real neglect and few caused great suffering, 
though in the early months of war and in the two hard 
months of winter there were deficiencies of one kind or 
another. Equipment and stores of the medical authorities 
were provided not from the medical side of the War Office 
but from the Ordnance Department. That was an internal 
question. Sir Francis spoke on the rehabilitation of con- 
valescent soldiers. In the unique arrangement made in this 
war, soldiers invalided home from over-seas went into civil 
hospitals under the Emergency Medical Service. That gave 
uniformity of treatment and uniformity of hospital super- 
vision, but had disadvantages. Treatment in the civil hospital 
was generally better than in a military hospital, but when a 
man got to the convalescent stage arrangements should be 
made to transfer him to a convalescent camp where he could 
be rehabilitated. This rehabilitation scheme should be ex- 
tended under the Ministry of Pensions to all who could not 
return to duty. He hoped more would be done to deal with 
nervous cases. He also hoped for improvement in the dental 
service, of which there were complaints. It was not necessary 
always to have women medical officers to look after women 
personnel, but a number of experienced women medical 
officers could lay down and guide policy and direct the women 
personnel in the way they should go. 


Replying to the debate, Mr. STANLEY said the relationship 
between the military and civilian sides in existing hospital 
arrangements was not altogether satisfactory. The plan was 
laid down when the emphasis was on civilian casualties from 
bombing rather than on military casualties from land warfare. 
He was discussing with Dr. Elliot to see whether it was 
possible to make modifications which would leave hospitals 
able to accommodate civilian casualties but give more control 
and greater certainty as regards the number and allocation of 
beds required for military casualties. He knew Sir Francis 
Fremantle’s views on the medical services, and, having met him 
as the leader of a deputation from the all-party Medical 
Committee in the House, he thought he was reassured about 
what the War Office was doing. 


The report stage concluded. 


Sickness in the Community 


Mr. Ruys Davies put on March 20 a question asserting 
that there had been a recent unparalleled increase in sickness 
in this country. Miss HORSBRUGH replied that the phrase used 
by Mr.'Rhys Davies gave a mistaken impression. Influenza 
had been prevalent in recent months, though the largest 
number of deaths in any one week had been 629 (for the week 
ending February 24), which compared favourably with the 
maximum for 1933 (1.934 deaths) or for 1937 (1,155 deaths). 
There had also been a considerable prevalence of cerebro- 
spinal fever, but owing to new methods of treatment the 
mortality rate had been considerably lower than in the past. 
The experience of this winter had been for most diseases 
actually more favourable than in the year previous. 


Treatment of Soldiers on Leave: Doctors’ Payments 


Mr. OLIver STANLEY told Mr. Denville on March 20 that 
he was not aware of cases in which accounts of civilian practi- 
tioners called to attend acute illnesses of soldiers on leave 
had been refused payment on the ground that such soldiers 
should have sought admission to the nearest military hospital 
if within two miles of their residence. 

Mr. DENVILLE asserted that Army Form O.1667 was so 
worded that accounts of civilian medical practitioners rendered 
thereon could not be passed for payment without a certificate 
to the effect that there was no military hospital within two 
miles of the residence of the sick soldier, and that there was 
no provision on this form for the payment of accounts in cases 
of acute illness or accident to which a civilian medical practi- 
tioner was called unless the illness or accident occurred outside 
this two-mile limit. 

Mr. STANLEY answered that an instruction had been issued 
that this certificate was not required in the case of men 
on Jeave. A soldier who fell ill while on leave could obtain 
from the nearest military unit or the nearest police station 
information on the whereabouts of the nearest military hospital. 


Health in the West Indies 


Colonial policy, with special reference to the West Indies, 
was discussed by the House of Commons on March 21. Mr. 
CREECH Jones referred to the recommendations of the recent 
Royal Commission on the West Indies. He hoped that welfare 
funds would be established and money made available for the 
improvement of social, housing, and health services. Mr. 
RILEY said that in three large towns of Jamaica, with a com- 
bined population less than 100,000, 14,000 patients attended, 
in 1938, clinics for the treatment of venereal disease. In 
Kingston, Jamaica, in 1938, in two rural parishes, 39 per cent. 
of 2,207 school children were found on medical examination 
to suffer from malnutrition. 

Dr. HADEN GUEST said there was social and economic 
demoralization in Jamaica. The Africans in the West Indies 
should be given thé opportunity to grow their own food, and 
so found a healthy population. 


Mr. MatcotmM MacDonaLpD said the Government was far 
from complacent at the state of things revealed in recent 
reports. The recommendations of the Royal Commission 
would be faithfully acted upon. 


Consultant Advisers to E.M.S. 


Sir ERNEST GRAHAM-LITTLE inquired on March 21 why a 
distinction was made between the English and the Scottish 
representatives on the committee of consultant advisers to the 
Emergency Hospital Service, seeing that the latter gave their 
services without payment and the former did not. Dr. EL.iort, 
in reply, said there was no committee of consultant advisers. 
The time which the consultant advisers in England and Wales 
were required to give to their duties was such as fully to 
justify the payments made to them. The arrangements made 
in Scotland were a matter for Mr. Colville. 


Treatment of Air Raid Casualties 


Mr. Groves asked whether a medical practitioner would be 
entitled to refuse to attend an air raid casualty bringing the 
required certificate from a hospital on the ground that 
the individual casualty was well able to afford normal fees for 
treatment. Dr. ELLIoT pointed out that the scheme was not 
binding on any individual practitioner. He thought it unlikely 
that no doctor would be available who was willing to undertake 
the treatment for 16s. a year, having regard to the acceptance 
of the scheme by representatives of the great majority of the 
doctors concerned. If the doctor accepting the fee was no 
longer available the patient would no doubt have the advantage 
of whatever arrangements were made for carrying on the 
practice. 

Asked whether the services to be provided would include 
psychological treatment, Dr. ELLIoT said that, subject to con- 
ditions already published, the scheme covered any domiciliary 
medical attention required as the result of an air raid injury. 


X-ray Examination of Recruits 


The Admiralty has decided to examine naval personnel by 
x rays to ascertain whether there are any tuberculous tendencies. 
A similar policy for Air Force personnel is now under con- 
sideration. 


Dental Anaesthesia for the Troops.—Sir VictoOR WARRENDER 
states that apparatus for giving gas anaesthesia is available in the 
larger Army dental centres as well as in military hospitals. All 
Army dental centres are provided with apparatus for giving local 
and regional anaesthesia. 


Notes in Brief 

Emergency mobile surgical teams, to operate wherever needed, 
have been organized in England as well as in Scotland. Dr. Elliot 
states that these teams are essential in order to secure the necessary 
economy in medical personnel. 

Dr. Elliot is aware that financial difficulties have been experi- 
enced by the British Social Hygiene Council. He has drawn the 
special attention of local authorities responsible for education in 
social hygiene to the value of the facilities provided by the council 
in discharging their responsibilities. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the British Isles during the week ended March 9, 1940, 
Figures of Principal Notifiable Diseases for the week and those for the corresponding week last year, for : (a) England and Wales 
(London included). (b) London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease, are for : (a) The 126 great towns in England and 
Wales (including London). (b) London (administrative county). (c) The 16 principal towns in Scotland. (d) The 13 principal towns in 
Eire. (e) The 10 principal towns in Northern Ireland. 


A dash — denotes no cases ; a blank space denotes disease not notifiable or no return available. 


1940 1939 (Corresponding Week) 
(a) (b) (c) (d) (e) (a) (b) (c) (d) (e) 
Cerebrospinal fever 35 | 105 3 4 48 6 10 
Diphtheria... .. .. .. | 662 41] 232 42 39} 1,044} 190 41/28 
Deaths .. | 24 13 2 2 24 2 3 3 
Enteric (typhoid and | paraty phoid) fever... 23 3 8 15 2 12 2 9 3 ay 
Deaths .. : 3 — — — = 
Deaths .. = 3 1 
Infective enteritis or diarrhoea under 2 2 years ; 7 
Deaths .. 31 8 11 6 6 44 8 4 9 
Measles* ..  .. | 4,888 80 | 108 226 431 110 
Deaths .. | — — 14 7 — — 3 — 
Ophthalmianeonatorum..  .. .. 90 8 23 9% | 5 40 
Pneumonia, influenzalt .. | #2863 99 58 9 26 | 1,396 192 18 5 | 7 
Deaths (from influenza) 28 23 15 20 261 13 1 
Pneumonia, primary 374 18 
Deaths 75 18 26 9 10 | 
Poliomyelitis, acute = 5 2 — — 3 — 2 1 
Puerperalfever .. 5 14 3 4 4 1 
Puerperal pyrexia .. te 155§ 11 28 194 25 25 
Deaths . 
Deaths 
Scarlet fever 35] 52 774 1,679! 146| 269 53 59 
Whooping-cough* 17 23 16 290 | 530 36 
Deaths... 7 — 2 1 2 18 4 9 22 
Deaths (0-1 year) . ae 527 59 94 25 38 415 56 78 41 14 
Infant mortality rate (per 1 000 live births) i 64 47 : 
Deaths (excluding stillbirths) - 7,415 | 1,108 899 279 230 | 5,614 | 1,185 657 212 155 
Annual death rate (per 1,000 persons living) . 17.0 18.6 20.2 13.8 1531 13.3 14.3 ile er 
Live births .. ee .. | 6,593 | 1,002 913 372 262 | 6,251 | 1,090 863 405 234 
Annual rate per I 000 persons living <- oe 18.5 24.8 23.0 15.4 13.9 17.5 212 20. 7 
Stillbirths .. 263 37 41 265 54 35 
Rate per 1,000 total births (including stillborn) 43 41 47 39 
* Made notifiable generally on November 1, 1939. } Since January 1, 1940, figures for London (b) have been for deaths from all 
+ Includes primary form in figures for England and Wales, London (adminis- forms of pneumonia ; the corresponding figures for 1939 relate to a 
trative county), and Northern Ireland. from lobar pneumonia only. 


{Includes figures for puerperal fever, 
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EPIDEMIOLOGICAL NOTES 
Infectious Diseases for the Week 


For the first time in twelve weeks there has been a fall in the 
notifications of cerebrospinal fever in England and Wales and 
in Scotland. In Ireland (North and South) there were slight 
increases. There were small rises in the incidence of diph- 
theria and scarlet fever, but the total incidence of these infec- 
tions is much below that of 1939. Measles is being notified 
on a slowly rising scale, and there is a sharp fall in the figures 
for pneumonia (primary and influenzal). probably due to the 
virtual disappearance of influenza in the last week or two. 
Although there has been a definite decrease in the deaths 
from influenza, the number is still one-third in excess of that 
for last year. 


The epidemic of rubella is abating in most areas, but 
in some districts the disease is only appearing, and localized 
outbreaks may be expected for some weeks. Although its 
epidemic features were not so explosive as those of influenza, 
it has revealed a higher dispersibility and infectivity towards 
adults than was to be expected from past experience. 


Cerebrospinal Fever 


Although there has been a fall in the notifications, this 
is not a sufficient reason for supposing that the peak of the 
epidemic has yet been reached. So far the large cities have 
been relatively unaffected; a spread of infection in them 
commensurate with the population at risk might well produce 
higher levels for the whole country. In the last four weeks 
the numbers notified in the four largest cities, in chronological 
order, have been: London, 28, 27, 33, 35; Birmingham, 19, 9, 
20, 15; Liverpool, 13, 19, 14, 13 ; Manchester, 3, 4, 8, 7. In 
only one other town (Sheffield 11) were more than 10 cases 
notified during the week. Fifty administrative areas were 
involved, two fewer than in the previous week. Likewise in 
Scotland fewer areas were affected—27, compared with 32 and 
38 in the two immediately preceding weeks. Glasgow, 26, and 
Edinburgh, 14, were the burghs most affected, and Ayr 8, 
Moray and Nairn 7, Lanark 6, and Roxburgh §, the chief 
counties, 


Enteric Fever 


Although notifications of enteric fever have risen from 11 to 
23, no particular locality is responsible for the increase. In 
only two administrative areas—Lancaster 4 (Liverpool 1, 
Manchester 1, Ince-in-Makerfield U.D. 1, Preston R.D. 1) and 
London 3 (Kensington 1, Paddington 2)—were more than 2 
cases notified. The remaining cases were distributed almost 
equally in county boroughs, urban districts, and rural areas. 
In Scotland there was also a rise from 2 to 8 cases: of these 
2 were cases of typhoid fever, 1 each in Paisley and Clack- 
mannan County, and 6 were of paratyphoid B in Glasgow. 


Since the publication of the weekly returns there have been 
reports in the Préss of an extensive outbreak of paratyphoid 
fever in Glasgow and surrounding districts. The cases have 
appeared in different parts of the city and number about 180; 
at Paisley there have been 29 and throughout Lanarkshire 21. 
There have been 3 deaths, 1 of which related to a case from 
Outside the city. The source of the infection has not yet 
been discovered. 


Influenza in 1940 


Influenza epidemics prevailed during January and the first 
half of February in the northern, central, and western Euro- 
pean countries ; in England and Wales, Ireland, and Denmark 
the epidemic continued to increase in the second half of 
February ; in Finland, Sweden, and Norway no further advance 
was observed, while in Switzerland the epidemic was seen to 
recede. In Germany, during the three weeks ended February 
10, in the 59 towns with a population over 100,000, there were 
782, 656, and 680 deaths due to pneumonia, of which 122, 122, 
and 156 were attributed to influenza. In Switzerland notifica- 
tions of influenza in the four weeks ended March 2 were 
2.058. 1,501, 917, and 1,151. In Denmark there were in these 


four weeks at Copenhagen 1,058, 2,046, 3,841, and 4,733 cases ; 
the disease was mild, and only 5 deaths were reported in this 
period. In Hungary complicated eases only were notified ; 
in the four weeks ended March 9 notifications numbered 72, 
90, 71, and 117. 


Medical News 


A congress of forensic medicine, insurance, and criminal 
anthropology will be held at Naples from May 30 to June 1. 
Further information may be obtained from the general secre- 


.tary, Professor Gennaro Punzo, Via Luciano Armanni 3, 


Santa Patricia. 


A register of people willing to help men, women, and 
children who may be blinded by hostile action in the war 
has been opened by the National Institute for the Blind. 
Hundreds of qualified helpers are required, and those enrolled 
will be given every facility for learning Braille and any other 
subjects likely to make their help to the newly blind more 
effective. Full particulars can be obtained from the National 
Institute for the Blind, 224, Great Portland Street, London, 
Wa. 


Doctors in Germany have received official instructions not 
to order hot-water bottles except in very urgent cases, other- 
wise supplies are not permitted. A regulation has also been 
issued in Germany prohibiting doctors from prescribing castor 
oil, liquid paraffin, and glycerin if the desired effect can be 
attained by the administration of any other drug. Where no 
substitute can be obtained these substances are only to be 
prescribed in the smallest possible quantities. In Germany 
the age limit of professional activity for midwives has now 
been fixed at 70. 


The issue of the Schweizer Medizinische Wochenschrift for 
March 16 is dedicated to Dr. Friedrich Suter, professor of 
general surgery at Basle and president of the Swiss Society 
for Surgery, on the occasion of his 70th birthday. — 


Dr. Arce, Dean of the Faculty of Medicine at Buenos 
Aires. has placed at the disposal of British medicine a new 
and simplified anaesthetic apparatus which it is thought will 
be. of use in the treatment of war casualties. The apparatus 
was brought to England by Dr. Canonico and presented at 
the offices of the British Council to Sir Girling Ball, President 
of the Royal Society of Medicine. 


The Hungarian Red Cross recently commemorated the 
seventy-fifth anniversary of the Geneva Convention and the 
sixtieth anniversary of the founding of the Red Cross in 
Hungary. 

Professor A. V. Hill, F.R.S., M.P., has been appointed 
assistant Air Attaché in Washington for special scientific 
liaison duties. The appointment is temporary and has been 
accepted without pay. 

Dr. William Mottershead and Dr. Edward Edmondson 
Paget-Tomlinson have been made Justices of the Peace for 
Lancashire. 


Dr. Waller S. Leathes, professor of public health and 
director of the School of Hygiene, Vanderbilt University, 
Nashville, Tennessee, has been elected president of the Ameri- 
can Public Health Association. 


The new Minister of Health in Rumania is Dr. Nicolas 
Hortolomei, professor of clinical surgery in the Bucharest 
faculty of medicine and a member of the International 
Society of Surgery. 


The Italian Red Cross has recently undertaken the reception 
and distribution of parcels for prisoners of war and those 
interned in the belligerent countries. 


A medical building belonging to the Hebrew University 
has recently been completed in the Garden of Olives at 
Jerusalem. It will serve as a medical centre for diseases of 
all kinds, not only for Palestine but also for the Near East. 
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N and Answers 


All communications in regard to editorial business should be 
addressed to THE EDITOR, British MepicaL Journat, B.M.A. 
House, Tavis1ock SQUARE, W.C.1 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary, 

A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are 
required, as proofs are not sent abroad. 

ADVERTISEMENTS.—AIl communications should be addressed 
to the Advertisement Manager (office hours, 9 a.m. to 5 p.m.). 
Orders for copies of the Journal and communications with 
reference to subscriptions should be addressed to the Secretary, 
B.M.A. House. 

The TeLepHONE NuMBER of the British Association and 
the British Medical Journal is EUSTON 2 

The TELEGRAPHIC ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 

Westcent, London. 
SECRETARY, er Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh;  tele- 
phone 34361 Edinburgh), and of the Office of the Cumann 
Docttiri na h-Fireann (1.M.A. and B.M.A.). 95, Merrion Square, 
W., Dublin (telephone 62550 Dublin). 


QUERIES AND ANSWERS 


Potassium Chloride in Hay Fever 


Dr. T. Pires (London, $.W.12) writes: I would be much obliged 
if anyone could give me some information through your columns 
of the method of administering potassium chloride, which is 
said to be beneficial in the coryza of hay fever, but which tends 
also to give abdominal pain in some doses. 


Craving for Sugar 


Dr. C. P. Porter writes: A female patient of mine, aged 45, gets 
intermittent attacks of a craving for sugar. During one of these 
attacks she will eat the contents of a packet of sugar while 
returning from a shopping expedition, and she will also empty 
a sugar bowl after drinking a cup of tea. I should be glad of 
advice from any of your readers as to how to investigate this 
and also treat it. 


Income Tax 
Temporary Stay in United Kingdom 


R.C.P.” is domiciled outside the United Kingdom, and _ is 
entitled to a rebate on unearned income from U.K. securities 
so long as he does not stay here longer than ninety days. 
Does this rebate apply also to earned income—for example, fees 
as locumtenent—arising in this country? 


** We assume that the rebate * L.R.C.P.” refers to is the 
relief for personal and other allowances given in the ratio of 
the amount of the total income to the amount of the United 
Kingdom relief. That relief is applicable whether the United 
Kingdom income is earned or otherwise, and will extend to 
locumtenent earnings as well as to dividends. 


Expenses Allowance—Public Appointment 


“C.T.O.” holds a county appointment, receiving a salary plus 
£150 travelling allowance. The inspector of taxes claims to 
include the £150 as part of the gross emoluments assessable 
Schedule E, less, of course, the amount of the travelling expenses 
incurred. 

** The case of Ferguson v. Noble—which dealt with a 
monetary payment towards clothing expenses—gives some judicial 
authority for the inspector’s contention. We understand, how- 
ever, that in general the Inland Revenue authorities do not seek 
to bring in such payments unless they are so generous as to 
include an element of concealed remuneration. In view of the 
difficulty of keeping an accurate record of such expenses and 
correctly estimating the depreciation of the car that course is 
clearly a reasonable line to take. If the inspector insists the 
facts might be reported to Somerset House or notice of personal 
appeal lodged with the inspector. 


LETTERS, NOTES, ETC. 


Treatment of War Hyster’a and Neurosis 


Dr. W. J. T. Kimber (St. Albans) writes: I wish to dissociate 
myself from the remarks criticizing coileagues = are wrongly 
attributed to me in your report (Journal, March 23, p. 500) of the 
discussion following the paper read by Sir Arthur Hurst on 
the treatment of war hysteria and neurosis at the meeting of the 
Royal Society of Medicine on March 12. I merely asked how 
the date of the * Battle of Seale Hayne ~ shown in the last 
film was related to that of the end of the war, which event 
might be expected to influence the completeness of the cures 
demonstrated. Sir Arthur replied, however, that the “ Battle ” 
film was made before the end of the war was in sight. 


Penetrating Wound of Knee-joint in a School Child 


Dr. Ian: McLacuian (Hull) writes: [ have read with interest the 
article by Mn Eion L. Ferguson and Dr. L. F. Dangerfield 
entitled ** Wounds Penetrating the Knee-joint ’” (March 2, p. 339), 
and would like to record my personal experience of a similar 
injury. Twenty years ago at the age of 11 I was running up an 
iron staircase when I slipped and fell on to my left knee, sus- 
taining a laceration at the superior aspect of the patella from 
which synovial fluid escaped. As a first-aid measure the school 
matron poured tincture of iodine into the wound, which she 
held open with her fingers. After the application of a bandage 
I walked three miles to my home. Five hours later, as the 
knee became very swollen and painful, medical advice was 
obtained. One skin suture was inserted and a_ back splint 
applied. The knee remained swollen and full of fluid for six 
weeks, during which time L was confined to bed with a back 
splint. For approximately six months afterwards I wore an 
elastic kneecap; the knee was slightly swollen and_ painful 
during this time, especially on walking over rough ground, and 
the range of movement was limited. During the cold months 
of the next three or four years I experienced some pain, which, 
however, gradually disappeared, and at the present time I suffer 
no incapacity or disability. 


Against Boredom in the A.R.P. Worker 


Dr. Doris OpLtumM (London, S.W.1) writes: I have read with great 
interest Professor Greenwood’s contribution on page 448 of the 
Journal for March 16, and entirely agree with him as to the value 
of lectures in lessening boredom and maintaining morale among 
A.R.P. and first-aid workers. It may interest your readers to 
know that the National Council for Mental Hygiene is organizing 
lectures and is always pleased to arrange for them whenever they 
are required. Syllabuses have been prepared, and copies may be 
obtained on application to the council. A number of lectures 
have already been given, both in London and elsewhere, and 
have been enthusiastically received. 


. Surgical Technics 


We have just received the fourth volume for 1939 of the Transactions 
of the Institute of British Surgical Technicians, the price of which 
is 30s. net. In this well-illustrated production there are articles 
by Dr. Victor Goldman on ** The Anaesthetist and his Apparatus,” 
Mr. Terence Millin on “ Bladder Surgery,” and Mr. T. Holmes 
Sellors on ** Chest Surgery.” 


Disclaimer 


Mr. ReGtnaLp T. Payne, F.R.C.S. (London, W.1), writes: During 
the past few weeks my attention has repeatedly been drawn to 
an article in the December, 1939, number of Surgery, Gynecology 
and Obstetrics One “ The Significance of Cevitamic Acid Defi- 
ciency in Surgical Patients,” by John A. Wolfer, M.D., and 
Frederick C. Hoebel, M.D., of Chicago. In this article some 
work of mine is referred to dealing with the healing of gastro- 
intestinal incisions in gastrectomy patients. At the same time 
I am given an honorific title. I wish to point out that this title 
has no foundation in fact, and that I have never used any such 
title cither in connexion with my surgical or other writings or 
in connexion with my surgical work. In this country there 
is usually a tendency to disparage work unless its authors are 
separated by some miles of ocean, but in the present instance 
the calling in of the New World to redress the balance of the 
Old is unduly flattering. 


Reading without Arms 


* X.Y.Z.” asks if any reader knows ef a fixture for a hospital bed 


which would automatically turn over the pages of a book or 
magazine for a patient who has lost the use of both arms. 
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